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Abstract 


Approximately 70 percent of adults in the United States report drinking alcohol in the past year, as do 30 
percent of youth under the age of 21. Alcohol misuse is associated with a variety of harms that include 
multiple health conditions, like high blood pressure, cancer, and other diseases; mental health disparities; 
violence and crime; fatal and non-fatal motor vehicle crashes; and others, even death. As rates of alcohol 
use and related harms continue to remain high, it is important for communities to know the most effective 
options to prevent and reduce alcohol misuse. 


This guide provides an overview of effective prevention policies that can be implemented at the local, 
state, tribal, and/or territorial levels. It lays out key considerations and strategies for these policies, 
including the most equitable ways to implement and enforce them. The guide illustrates how three United 
States communities have implemented these policies and concludes with guidance on conducting policy 
evaluations. 
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Abstract 


MESSAGE FROM THE ASSISTANT SECRETARY 
FOR MENTAL HEALTH AND SUBSTANCE USE, 
U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES 


As the Assistant Secretary for Mental Health and Substance Use in the United States Department of Health 
and Human Services and the leader of the Substance Abuse and Mental Health Services Administration 
(SAMHSA), I am pleased to present this new resource: Implementing Community-Level Policies to Prevent 
Alcohol Misuse. 


SAMHSA is committed to improving prevention, treatment, and recovery support services for individuals 
with mental illnesses and substance use disorders. SAMHSA’s National Mental Health and Substance 

Use Policy Lab developed the Evidence-Based Resource Guide Series to provide communities, clinicians, 
policymakers, and others with the information and tools to incorporate evidence-based practices into their 
communities or clinical settings. As part of the series, this guide aims to highlight community-level policies 
to prevent and reduce alcohol misuse. 


This guide and others in the series address SAMHSA’s commitment to behavioral health equity, 

including providing equal access for all people to evidence-based prevention, treatment, and recovery 
services regardless of race, ethnicity, religion, income, geography, gender identity, sexual orientation, 

and disability. Each guide recognizes that substance use disorders and mental illness are often rooted in 
structural inequities and influenced by the social determinants of health. Behavioral health practitioners and 
community stakeholders must give attention to health equity to improve individual and population health. 


Adapting evidence-based practices, while retaining core practice components, can help mitigate the 
disparities too often seen in behavioral health services for under-resourced populations and improve 
outcomes. This guide discusses the different policies that have been effectively implemented in communities 
across the United States to prevent and reduce alcohol misuse and related harms. I encourage you to use 

this guide to ensure that the interventions your community is implementing have the strongest potential to 
improve the health and safety of our neighbors, peers, colleagues, and families. 


Miriam E. Delphin-Rittmon, PhD 
Assistant Secretary for Mental Health and Substance Use 
U.S. Department of Health and Human Services 
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FOREWORD 


The Substance Abuse and Mental Health Services 
Administration (SAMHSA), specifically its National 
Mental Health and Substance Use Policy Laboratory 
(Policy Lab), is pleased to disseminate information on 
evidence-based practices and service delivery models. 


The Evidence-Based Resource Guide Series is a 
comprehensive set of modules with resources to 
improve health outcomes for people at risk for, 
experiencing, or recovering from mental and/or 
substance use disorders. It is designed for prevention 
practitioners, coalitions, community leaders, health 
professions educators, and others considering an 
intervention for their organization or community. 


Evidence-Based Resource Guide 
Series Overview 


Expert panels of federal, state, and non-governmental 
participants provided input for each guide in this series. 
The panels include accomplished researchers, educators, 
service providers, community members, community 
administrators, and federal and state policymakers. 
Members provide input based on their lived experience, 
knowledge of healthcare systems, implementation 
strategies, evidence-based practices, provision of 
services, and policies that foster change. 


Implementing new policies requires a comprehensive, 
multi-pronged approach. This guide is one piece of 

an overall approach to implement and sustain change. 
Readers are encouraged to review the SAMHSA website 
for additional tools and technical assistance opportunities. 


Behavioral health equity is the right to access high-quality and affordable healthcare services and supports 

for all populations, including Black, Latino, and Indigenous and Native American persons, Asian Americans 
and Pacific Islanders and other persons of color; members of religious minorities; lesbian, gay, bisexual, 
transgender, queer/questioning, and intersex (L.GBTQI+) persons; persons with disabilities; persons who live 
in rural areas; and persons otherwise adversely affected by persistent poverty or inequality. As population 
demographics continue to evolve, behavioral healthcare systems will need to expand their ability to fluidly meet 
the growing needs of a diverse population. By improving access to behavioral health care, promoting quality 
behavioral health programs and practice, and reducing persistent disparities in mental health and substance 
use services for under-resourced populations and communities, recipients can ensure that everyone has a fair 
and just opportunity to be as healthy as possible. In conjunction with promoting access to high-quality services, 
behavioral health disparities can be further mitigated by addressing social determinants of health, such as 
social exclusion, unemployment, adverse childhood experiences, and food and housing insecurity. In all areas, 
including preventing alcohol misuse, SAMHSA is committed to behavioral health equity. 
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Evidence-Based Resource Guide Series Overview 


Content of the Guide 


This guide contains a foreword (FW) and five chapters (1-5). Each 
chapter is designed to be brief and accessible to anyone working to 
prevent and reduce alcohol misuse. 


This guide reviews the literature on prevention of alcohol misuse 
among youth and adults, distills the research evidence into 
recommendations for practice, and provides illustrative examples of 
how stakeholders have implemented these recommendations. 


FW 


Evidence-Based Resource Guide Series 
Overview 


Introduction to the series. 


Issue Brief 


Overview of current approaches and challenges to 
preventing alcohol misuse among youth and adults. 


What Research Tells Us 


Current evidence on the effectiveness of prevention 
policies to prevent alcohol misuse among youth and 
adults. 


Identifying and Implementing Evidence- 
Based Policies to Prevent Alcohol Misuse 
Practical information to consider when selecting and 


implementing policies to prevent alcohol misuse 
among youth and adults. 


Examples of Policies to Prevent Alcohol 
Misuse 
Descriptions of policies from Chapters 2 and 3 that 


have been implemented to prevent and reduce 
alcohol misuse among youth and adults. 


Guidance and Resources for Policy 
Evaluation 


Guidance and resources for evaluating prevention 
policies, monitoring outcomes, and improving quality. 
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FOCUS OF THE GUIDE 


Alcohol misuse is a major public health 
concern in the United States, responsible 
for more than 140,000 deaths each year, 
and is a leading preventable risk factor for 
chronic diseases and injuries. This guide 
provides an overview of alcohol misuse 

in the United States, including rates and 
related harms across different populations. 
It views these data with a health equity 
lens, looking at the disparate conditions 
affecting these populations. 


The purpose of this Evidence- 

Based Resource Guide is to provide 
communities, the prevention workforce, 
and other stakeholders with policies that 
governmental agencies and organizations 
can implement at the local, state, tribal, 
and territorial levels for preventing alcohol 
misuse. Each policy includes a description 
of the intervention, implementation 
examples, and considerations for health 
equity. 


In addition, this guide summarizes other 
policies and strategies grounded in 
public health theory that communities 
are implementing to reduce alcohol 
misuse and related harms. It provides 
considerations and strategies for 
implementing policies, with a focus on 
equitable implementation. This guide 
illustrates how communities and legislators 
have developed and implemented these 
policies. 


Issue Brief 


In the United States, alcohol misuse is responsible for approximately 140,000 deaths per year; nearly two-thirds (89,697) 
are among adults aged 20 to 64,'* and 4,000 are among those under 21.’ Prevention of alcohol misuse is critical for 
reducing potential harms to individuals who consume alcohol and those around them, as well as to communities that 
experience alcohol-related violence and crime. Prevention efforts that focus on reducing alcohol misuse and related 
adverse outcomes are broader than prevention efforts or the provision of treatment for alcohol use disorder (AUD). 
Preventing alcohol misuse can reduce the risk of individuals developing AUD. 


This guide focuses on alcohol misuse, given that it affects many people.* Most alcohol-related harms occur among people 
who drink relatively low or moderate levels, simply because they are more numerous in the population,** even though 
people who drink higher levels of alcohol have a higher individual risk of experiencing alcohol-related harms. This 
concept is often referred to as the “prevention paradox,” and it supports implementing interventions affecting all people 
who drink—not just those who consume high amounts of alcohol. 


Terminology 


e Alcohol misuse, also referred to as excessive alcohol use, is defined as binge drinking, heavy drinking, 
driving under the influence of alcohol, any underage drinking, or any alcohol consumption by pregnant 
people. Other commonly used terms are “risky drinking,” “problem drinking,” or “excessive drinking.” This 
guide will use the term “alcohol misuse.” 


e Community can be understood in multiple ways, including place-based communities (e.g., neighborhoods, 
cities, rural areas) or groups of identity (e.g., racial/ethnic groups, sexual and gender minorities, those in 
recovery from alcohol or substance use). 


e Sex/Gender: Where possible, this guide uses the specific language used in the original data sources it 
references; for example, sex assigned at birth (male/female) or gender identity (man/woman/non-binary). 
Non-binary responses are included when available in the data sources, though such responses are often 
missing. Individuals whose gender identity corresponds to their sex assigned at birth are referred to as 
cisgender, and individuals whose gender identity differs from their sex assigned at birth are referred to as 
transgender. 
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Definitions of Binge and Heavy Drinking 


BINGE drinking HEAVY arinkin The amount of alcohol consumed to be 
is defined as: ieidetined as: g considered binge and heavy drinking 


differs for men and women because 
WOMEN WOMEN they metabolize alcohol differently. 
consuming el ieel Ie Factors like body fat and water content, 
or more drinks on or more drinks per : ; : 
anioccasion woeok time since last eating food, rate of 


i ion, weight, size, and tol II 
OO CEE influence how an individual metabolizes 


MEN alcohol. These amounts may vary 
MEN 5 consuming fo> slightly depending on biological sex and 
consuming or more drinks per gender identity. For example, biological 


or more drinks on week females tend to be, on average, smaller 

an occasion dl ight than biological | 

@ooee senses and, therefore, may metabolize alcohol 
differently. 


Source: Substance Abuse and Mental Health Services Administration (SAMHSA). (2018). Alcohol use facts and resources. 
https://www.samhsa.gov/sites/default/files/alcohol_use_facts_and_resources_fact_sheet_2018_data.pdf 


What Is Alcohol Misuse 
and Alcohol Use Disorder? 


Alcohol misuse is a pattern of drinking resulting in 

harm to one’s own or others’ health and safety, one’s 
interpersonal relationships, or one’s ability to function 

at work, school, or home. It includes binge and heavy 
drinking, as well as underage drinking, driving under the 
influence (DUI, also called drunk driving or driving while 
intoxicated, DWI), and drinking by pregnant people. 


There is no universally agreed-upon safe level of alcohol 
use. The United States Dietary Guidelines for Americans 
recommend that men limit intake to two drinks in a day 
and women to one drink or less.° These amounts were 
established based on how men and women metabolize 
alcohol. There are currently no established guidelines 
that include number of drinks for individuals whose 
gender identities do not match their sex assigned at 
birth.’ The rate at which alcohol is metabolized impacts 
an individual’s blood-alcohol concentration (BAC), 
which measures the percent of alcohol in a person’s 
bloodstream. Physical and mental impairment from 
alcohol use is assessed by BAC (see graphic). 


Alcohol use disorder (AUD) is a chronic medical 
condition that meets criteria in the Diagnostic and 
Statistical Manual of Mental Disorders® and is 
characterized by the impaired ability to stop or control 
alcohol use, to relieve or avoid withdrawal symptoms, 
despite adverse social, occupational, or health 
consequences. 
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Blood Alcohol Concentration (BAC) 


ALCOHOL CONCENTRATION 


TYPICAL EFFECTS 


> Some loss of judgement 
> State of relaxation 
> Altered mood 


) When driving: Decline in visual function 
and increased distraction 


» Exaggerated behavior 

> Impaired judgement 

> Lowered level of alertness 
» Reduced coordination 


» When driving: Poor response time and 
reduced ability to track objects 


> Poor muscle coordination 


> Impaired judgement, self-control, 
reasoning, and memory 


> Poor concentration 

» Reduced capability to process information 

>» When driving: Impaired perception and 
speed control 


> Deteriorated reaction time and control 

) Slurred speech, poor coordination, and 
slowed thinking 

» When driving: Reduced ability to 
maintain lane position 


) Major loss of balance 

» Far less muscle control 

> Vomiting 

> When driving: Substantial impairment in 
vehicle control, attention, and visual and 
auditory processing 


Note: These effects are generalized and may vary depending on individual factors. 
The federal limit to legally drive in the United States is a BAC of 0.08%, except Utah 
where it is 0.05%. Many states have set lower BAC limits to legally drive for 
individuals under the age of 21, known as ero tolerance laws. 

Source: Centers for Disease Control and Prevention (CDC). (n.d.). Blood alcohol 
concentration. https:/|www.cdc.gov/motorvehiclesafety/pdf/bac-a.pdf 


Alcohol Products 


All alcohol products contain ethyl alcohol, or ethanol, that 
is produced through fermentation of different materials 
like grains (beer) and grapes (wine). The most common 
alcohol products are beer, wine, and liquor/spirits. The 
percentage of pure alcohol in these products is measured 
using alcohol by volume (ABV). Beer and wine are 
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What is a Standard Drink? 


12 fl oz 5 fl oz 1.5 fl oz 

of Beer of Wine of Spirits 
(gin, rum, whiskey, 

vodka, etc.) 


3 vy 


5% ABV 12% ABV 40% ABV 


Variation in ABV is reflected in standard drinks for the same size. For example, a 12 oz 
beer that is 8% ABV is 1.6 standard drinks and a 5 oz glass of wine that is 15% ABV is 
1.25 standard drinks. 


typically thought of as the safest alcoholic beverages 
because of their relatively low ABV, while liquor/spirits 
are thought of as more potent due to their higher ABV. 
However, no one alcoholic beverage is safer to drink than 
any other; the amount of alcohol consumed is what affects 
people the most, across all beverage types.’ 


Over the years, alcohol products have evolved beyond 
these standard types. The alcohol industry has introduced 
several new alcohol products since the 1990s that have 
raised public health concerns about higher levels of 
alcohol consumption, more alcohol consumed by youth, 
and greater physical and social harms. The most recent 
products, potentially associated with a high risk of 
alcohol-related harm, include: 


e Alcohol mixed with energy drinks, in ready-to- 
drink cans or mixed at bars or restaurants (note: 
these are banned in some states).!° 


e Flavored alcoholic beverages, also called 
“alcopops,” which are sweetened beverages 
designed to appeal to youth or consumers 
who are less familiar with the taste of more 
traditional alcoholic beverages."! 


e = Ready-to-drink cocktails, which are pre-mixed 
cocktails available wherever alcohol is sold to-go. 


e “Hard” drinks, such as hard kombucha or hard 
seltzers and sodas that add flavor and alcohol to 
previously alcohol-free beverages; these drinks 
have approximately the same alcoholic beverage 
content as beer. 


e High alcohol content beer, such as those above 
7 percent ABV and some even above 67 percent 
ABV. 


e Powdered alcohol, available in capsule or 
packet form and containing alcohol that has 
been absorbed by a sugar derivative; individuals 
can consume alcohol capsules orally as a pill 
or dissolve them in water to make an alcoholic 
beverage. 


e Grain alcohol, which is high-strength alcohol 
(e.g., above 100 proof, or 50 percent ABV) that 
has been restricted or banned in ten states as of 
2019," 


Demographic 
Characteristics of People 
Who Are Impacted by 
Alcohol Misuse 


As communities recognize alcohol’s role in individual 
and community harms, it is important to assess who 

is affected by alcohol misuse and the rates of alcohol 
misuse among different population groups. Paired 
with data on the broader context of where and how 
retailers market and sell alcohol, consumption data can 
assist communities in determining the best prevention 
approach to address their specific issues (see Chapter 2 
for a list of evidence-based policies and Chapter 3 for 
implementation recommendations). 


Age 


In 2020, almost 70 (69.6) percent of people living in the 
United States age 21 and older (166.6 million people) 
reported drinking alcohol in the past year, as did 29.7 
percent of underage individuals aged 12 to 20.'° Nearly 
one in four individuals (24.3 percent) age 21 and over 
reported binge drinking in the past month.'* Individuals 
aged 18 to 25 exhibited the highest rates of past-month 
binge drinking (31.4 percent), followed by individuals 
aged 26 and older (22.9 percent) and 12 to 17 (4.1 
percent).'? Younger people are more likely than older 
people to drive under the influence of alcohol; of drivers 
involved in fatal car crashes, 27 percent were aged 25 
to 34, with the next largest groups being 21 to 24 (26 
percent) and 35 to 44 (22 percent).'* 


a 


locations, such as a private residence or parent/guardian’s home. 
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Underage drinking remains a major concern in the 
United States, even though purchasing or possessing 
alcohol is illegal for those under the age of 21 in most 
circumstances.* 


In fact, in 2016, underage drinking accounted for $17.5 
billion in alcohol sales, and people aged 12 to 20 drank 

9 percent of all alcohol consumed that year.'* Alcohol 
products, such as flavored alcoholic beverages, are 
particularly popular among youth, and evidence suggests 
that these products are specifically marketed to attract 
youth.'® The link between youth exposure to marketing 
and underage drinking is clear: reducing youth exposure 
to marketing reduces youth alcohol consumption.'!” 
Early initiation of alcohol use sets young people up for 
greater likelihood of harm later in life.'*?° Reducing 
youth exposure to alcohol advertising is just one example 
of a policy intervention that can help delay initiation, and 
thus reduce alcohol misuse and related harms. 


Past-Month Binge Drinking 
by Age Group 


35% 


31% 


30% 
25% 
20% 
15% 
10% 

5% 

0% 


12-17 18-25 26 and 
Years Years Older 


Source: Center for Behavioral Health Statistics and Quality. (2021). Results from 
the 2020 National Survey on Drug Use and Health: Detailed tables. Rockville, MD: 
Substance Abuse and Mental Health Services Administration. 
https:/Mwww.samhsa.gov/data/ 


In recent years, alcohol misuse has also been increasing 
in older adults. One study found that 20 percent of older 
adults surveyed drank alcohol 4 or more times per week, 
27 percent reported having 6 or more drinks on at least 1 
occasion in the past year, and 7 percent reported alcohol- 


Thirty-seven states allow the consumption of alcohol for those under the age of 21 when with a parent, guardian, or spouse, or in private 
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related blackouts.”! Alcohol misuse in older adults can at birth and gender identity;’ ** however, these data are 
place these individuals at additional risk because they becoming more readily available and are improving 
metabolize alcohol more slowly, are more susceptible our understanding of how these factors influence 
to injury, and are more likely to be taking multiple alcohol misuse and differences between majority and 
prescription medications that may not be mixed with minority groups.*°*’ Given the current understanding of 
alcohol.” the interactions between sex assigned at birth, gender 
identity, and alcohol misuse, prevention programming 
Sex/Gender should encompass and address all components of sex 
Sex assigned at birth and gender identity impact and gender. 


alcohol misuse and associated risks in many ways. The 
former has a greater effect on impaired functioning, 
inhibition, and other behavioral impacts, while the 
latter has a greater effect on responses to marketing 
and susceptibility to sexual assault.” In the past, 
researchers did not collect data specific to sex assigned 


Sex assigned at birth. In the United States, males have 
historically reported much higher rates of drinking 

and alcohol misuse than females. Males in the United 
States drink three times more alcohol than their female 
counterparts.”8 In 2020, among individuals aged 12 and 


Alcohol Misuse by Gender Identity 


Compared to cisgender individuals, individuals who identify 
as transgender are more likely to use substances, including 
alcohol. 


Gender non-conforming individuals have higher odds of binge 
and heavy drinking than do gender-conforming individuals. 


Transgender females have higher odds of binge and heavy 


Definitions and measures of alcohol misuse have not always oe : 
drinking compared to cisgender females. 


considered the complexity of biological characteristics, sex 
assigned at birth, gender identity, or the interactions among 
these factors. However, data on gender and sexual identities 
are becoming more readily available. Research in the areas 
of understanding and measuring alcohol misuse in 
transgender populations and how they differ from cisgender 
populations is ongoing. Data on alcohol misuse for gender 
minorities (e g , transgender, non-binary) have been 
inconsistent, but differences have been noted in alcohol 
misuse among these individuals and cisgender people 
across several behaviors, indicating that different groups 
have distinct health risks. 


Women and gender minority college students drink less than 
cisgender, heterosexual college men but experience more 
alcohol-related consequences per drink. 


Individuals who identify as transgender may be more 
influenced by norms associated with gender identity than 
those associated with their birth-assigned sex. 


Stress related to gender identity is associated with risky 
drinking behavior. 


Sources: 

Azagba, S., Latham, K., & Shan, L. (2019). Cigarette, smokeless tobacco, and alcohol use among transgender adults in the United States. International Journal of Drug Policy, 73, 
163-169. https://doi.org/10.1016/.drugpo.2019.07.024. 

Barger, B. T., Obedin-Maliver, J., Capriotti, M. R., Lunn, M. R., & Flentje, A. (2021). Characterization of substance use among underrepresented sexual and gender minority participants 
in The Population Research in Identity and Disparities for Equality (PRIDE) Study. Substance Abuse, 42(1), 104-115. https://doi.org/10.1080/08897077.2019.1702610 

Cotaina, M., Peraire, M., Bosca, M., Echeverria, |., Benito, A., & Haro, G. (2022). Substance use in the transgender population: A meta-analysis. Brain Sciences, 12(3), 366. 
https://doi.org/10.3390/brainsci12030366 

Hughto, J.M.W., Quinn, E.K., Dunbar, M.S., Rose, A.J., Shireman, T.l., & Jasuja, G.K. (2021). Prevalence and co-occurrence of alcohol, nicotine, and other substance use disorder 
diagnoses among US transgender and cisgender adults. JAMA, 4(2), e2036512. https://doi.org/10.1001/jamanetworkopen.2020.36512 

Kidd, J. D., Levin, F. R., Dolezal, C., Hughes, T. L., & Bockting, W. O. (2019). Understanding predictors of improvement in risky drinking in a U.S. multi-site, longitudinal cohort study of 
transgender individuals: Implications for culturally-tailored prevention and treatment efforts. Addictive Behaviors, 96, 68-75. https://doi.org/10.1016/j.addbeh.2019.04.017 
Schipani-McLaughlin, A.M., Nielsen, K-E., Mosley, E.A., Leone, R.M., Oesterle, D.W., Orchowski, L.M., Davis, K.C., & Gilmore, A.K. (2022). Alcohol use and alcohol-related 
consequences based on gender and sexual orientation among college students. American Journal of Addiction, 31(3), 189-199. https://doi.org/10.1111/ajad. 13283 

Smalley, K. B., Warren, J. C., & Barefoot, K. N. (2016). Differences in health risk behaviors across understudied LGBT subgroups. Health Psychology, 35(2),103-114. 
https://doi.org/10.1037/hea0000231 

Williams, E. C., Frost, M. C., Rubinsky, A. D., Glass, J. E., Wheat, C. L., Edmonds, A. T., Chen, J. A., Matson, T. E., Fletcher, O. V., Lehavot, K., & Blosnich, J. R. (2021). Patterns of 
alcohol use among transgender patients receiving care at the Veterans Health Administration: Overall and relative to nontransgender patients. Journal of Studies on Alcohol and Drugs, 
82(1), 132-141. https://doi.org/10.15288/jsad.2021.82.132 
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older, the prevalence of binge drinking in the past month 
was higher among males than females (24.9 percent 
versus 19.7 percent, respectively).'* An estimated half of 
all violent crimes involve alcohol use, including sexual 
assaults; nearly all perpetrators are male, while nearly all 
victims are female.”**° Males are four times as likely to 
drive under the influence compared to females.*! 


Female misuse of alcohol is, however, increasing.*? In 
2020, the prevalence of binge drinking in the past month 
among males and females aged 18 to 25 was nearly 
equal (31.3 percent and 31.4 percent, respectively).!° 
Moreover, 2019 data on high school students, analyzed 
separately for male and females showed that females 
report current binge drinking at a higher rate than males 
in the same grade.** This pattern suggests that young 
females may be at particularly high risk of engaging 

in alcohol misuse, compared to male peers and older 
females. These findings are concerning, given that, 
compared to males, females are at higher risk for 
medical problems associated with alcohol misuse, 
including liver, brain, and heart damage;***° and alcohol 
use is also a major risk factor for breast cancer.*° 


Gender identity. The impact of gender on alcohol 
misuse is influenced by gender roles and norms, 
relations, identity, and other components of gender in 
addition to sex assigned at birth and the intersection 

of these different factors.7* Although gender-specific 
risks associated with drinking have been historically 
researched based on sex assigned at birth, gender 
identity may influence these risks. For example, alcohol 
products and marketing are often geared towards 
stereotypical preferences of women. This includes the 
commercialization of lower calorie beer, sparkling 
alcoholic beverage products, and wines named and 
branded for a moms’ or girls’ night out. Alcohol 
marketing also capitalizes on gendered messaging and 
stereotypes, such as using significant pink branding, 
focusing on all-women friendships, talking about the 
gender pay gap, and attaching to International Women’s 
Day.*’ 


These marketing tactics may influence alcohol 
consumption among women, compounding risks because, 
in addition to being subjected to gender-specific marketing 
practices, people in gender minority groups are more 
likely than majority groups to consume alcohol.” 
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Sexual Orientation 


Sexual minorities tend to have a higher rate of alcohol 
misuse.*” 38 According to the 2020 National Survey on 
Drug Use and Health, 32.6 percent of people identifying 
as lesbian, gay, or bisexual (LGB) aged 18 and older 
reported binge drinking in the past month.'* This rate 
was higher than the national binge drinking prevalence 
rate of 24.2 percent:'° 


e Women aged 18 and over who identify as sexual 
minorities reported a higher percentage of past 
month binge drinking (34.3 percent) than did 
women overall (31.3 percent). 


e Men aged 18 and over who identify as sexual 
minorities also reported a higher percentage 
of past month binge drinking (29.8 percent), 
compared to men overall (27.3 percent). 


Similarly, the 2019 Youth Risk Behavior Survey found 
that LGB youth also had a significantly higher rate (33.9 
percent) of current alcohol use than their heterosexual 
peers (28.8 percent).°* 


Federal surveys that have begun to ask sexual orientation 
questions in recent years find that substance misuse 

and substance use disorders, in general, are more 
prevalent among individuals who identify as lesbian, 
gay, bisexual, transgender, queer/questioning, and/or 
intersex (LGBTQI+) as compared to those who identify 
as heterosexual and/or cisgender.***! Other research 

has produced similar findings, and indicates a nuanced 
intersection between sexual orientation and gender 
identity that influences social and biological risk factors 
for substance misuse. For example, one study found 
that sexual minorities assigned female sex at birth were 
more likely to report substance misuse, compared to 

the general population, in which more people assigned 
male sex at birth tend to report substance misuse.” 
Another study found that the intersection of gender and 
sexual orientation and how it influences alcohol misuse, 
specifically, may vary by identity, as youth who were 
questioning both their gender and sexual orientation had 
greater odds of initiating alcohol use before age 15.?’ 


While biological traits that influence alcohol 
misuse appear more frequently in some 
populations than others, genetics account for half 
of AUDs,* and social/environmental influences 
account for the rest. 


There are a range of social issues, such as stigma, 
discrimination, and other challenges not experienced 

by people who identify as heterosexual, that may put 
LGBTQI-+ individuals at greater risk for behavioral 
health issues, including alcohol misuse.*°*! Sponsored 
events in bars, product labeling that relies on rainbows 
and pride themes, advertisements in gay press 
publications, strategic advertising campaigns, and 
support of pride events increases the exposure of alcohol 
to LGBTQI+ populations.“ These marketing practices 
entrench alcohol further in LGBTQI+ communities, 
potentially increasing the risk of alcohol misuse and 
alcohol-related harms in already disenfranchised and 
susceptible groups. 


Race/Ethnicity 


Rates of alcohol misuse differ among racial and/or ethnic 
groups in the United States.*°> Many of the observed 
differences in alcohol misuse by different races or 
ethnicities are rooted in social-structural inequities; for 
example, although men who identified as White were 
most likely to report driving under the influence of 
alcohol (followed by men who identified as American 
Indian/Alaska Native (AI/AN) and mixed race),** men 
who identified as Black/African American and Latino 
were more likely to be stopped, searched, and convicted 
for doing so.*” 


Among individuals aged 12 and older, past 30-day binge 
drinking rates are reported highest among those who 
identify as White (23.1 percent) and Hispanic (23.7 
percent), closely followed by those who identify as Black/ 
African American (20.8 percent) and as two or more 

races (20.6 percent). Lowest past 30-day binge drinking 
rates are reported among people who identify as Asian 
Americans (12.1 percent). Reliable estimates for alcohol 
misuse among people who identify as AI/AN and Native 
Hawaiians/Pacific Islanders are not currently available.!° 


When compared to White populations, AI/AN 
communities have lower rates of alcohol use overall, but 
higher rates of binge and heavy drinking among people 
who currently drink alcohol.” AI/AN populations also 
experience greater harms from alcohol misuse, as well 

as numerous health disparities that are associated with 
current and historical legacies of systemic racism and 
stigmatization.**** American Indian youth are more 
likely to report drinking, heavy drinking, and initiation 
of alcohol use at a younger age than White youth and 

are more likely to access alcohol from social sources 

like parties, siblings, non-parent adults, bars, and retail 
stores.*° Other research suggests that American Indian 
youth access alcohol at higher rates than all other 
demographic groups except White youth.°° Additionally, 
researchers have documented disproportionate marketing 
of alcohol to American Indians for decades.*° According to 
arecent analysis of trends in alcohol-induced deaths in the 
United States during 2000-2016, both the death rate and 
its average annual rate of increase were highest amongst 
AI/AN individuals.°° Furthermore, a commentary on the 
analysis cited that these extremely high rates are likely 
still undercounted due to racial misclassification on death 
certificates, making these rates even more concerning.*’ 


Many Black, Indigenous, and People of Color (BIPOC) 
communities experience disproportionately greater 
exposure to alcohol than do Whites, largely through 

high densities of alcohol outlets (i.e., the number 

of bars, restaurants, and stores selling alcohol ina 

certain geographic area).*’ For example, low-income, 
predominantly Black neighborhoods in Baltimore had up to 
eight times as many liquor stores compared to communities 
with different socioeconomic and racial demographics.*°>! 


BIPOC communities also face high levels of exposure 
to alcohol marketing. One study found that there are 
five times more alcohol advertisements in Latino 
neighborhoods than in White neighborhoods;** similar 
patterns exist for billboard advertising in predominantly 
non-White communities.*’ Additionally, low-cost, 
high-alcoholic beverages, such as malt liquor, are more 
readily available and heavily marketed in communities 
of color than in predominantly White communities.°°! 


The United States Census Bureau defines race and ethnicity as a person’s self-identification with one or more social groups based on ancestral 


region of origin.*” Information on race is collected to make funding decisions and understanding disparities in housing, education, employment, 
health care, and other sectors.*” While there are no biologically distinct “races,” there are biological traits that are more common in certain races 


than others. 
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Despite these environmental risk factors, non- White 
populations typically have lower drinking rates than 
Whites. However, they still experience disproportionate 
harm from alcohol consumption, particularly those with 
the lowest income levels.” The discrepancy between 
lower rates of drinking and higher rates of harm may 
be due to the combination of additional stress, stigma, 
and discrimination that non-White populations face, 
unresolved individual and community-level trauma, 
and exposure to drinking environments and settings 
associated with a high risk of harm.** 


Socioeconomic Status 


In general, people with higher socioeconomic status 
report drinking more frequently and more heavily than 
those with lower SES; however, people with lower 
socioeconomic status are, on average, more negatively 
affected by alcohol-related harms.® One study found that 
people who belonged to a household with a low income 
(below $20,000) were more likely to either abstain from 
alcohol or drink heavily; they were less likely to report 
light or moderate drinking. 


Another study showed binge-drinking prevalence was 
highest among those with the highest income (>$75,000); 


the relationship between high income and high binge 
drinking rates have been duplicated in numerous 
studies.°’** When looking at education level, data show 
that higher education is associated with higher odds 

of a person drinking at some point in their life.” More 
recently, researchers found that, within the same urban 
area, people living in higher income neighborhoods drank 
more alcohol and reported more alcohol-related problems, 
compared to people in lower income neighborhoods.” 


Harms Associated with 
Alcohol Misuse 


There are more than 200 conditions associated with 
alcohol misuse, many leading to chronic disease and 
death;’'” it is a leading preventable cause of death in 
the United States.” Harms related to alcohol misuse 
also have negative impacts on non-drinking individuals, 
family members, communities, and society.” Negative 
consequences of alcohol misuse can uniquely affect 
different sectors of society.” For example, alcohol 
misuse is associated with a host of long-term physical 
harms, which influence productivity in the workplace. 
Alcohol misuse may also jeopardize public safety. 


Impacts of Alcohol Misuse on Individuals, Family/Relationships, and Communities/ 


Society® 71, 76-78 


Individual Morbidity and Mortality 


e Unintentional injuries such as motor vehicle crashes, 
falls, drownings, and burns 

e Alcohol poisoning 

e Risky sexual behaviors 

e Effects on pregnant people and their babies, 
including miscarriage and stillbirth 

e Cardiac issues, such as high blood pressure, heart 
disease, and stroke 

e Liver disease, gastritis, pancreatitis, and digestive 
issues 

e Several different types of cancer, including mouth, 
throat, larynx, esophagus, liver, breast, colon, 
pancreatic, and rectum 

e Neurological issues, including learning and memory 
problems, poor school performance, difficulty walking 
(ataxia), blindness, encephalopathy, and dementia 

e Aweakened immune system 

e Weight and blood sugar level changes 

e Behavioral health conditions, such as depression, 


e Fertility issues affecting both males and females 


anxiety, concurrent substance misuse, AUD, and suicide 


Family/Relationships 


Communities/ Society 


Partners Workplace 

e = Intentional injuries and e Unemployment 
violence, like sexual assault, e Decreased 
homicide, domestic/intimate productivity 
partner violence and career 


Children 


advancement and/ 
or opportunities 


Decreased quality of life 
Physical and mental health 


problems e Workplace 
Divorce and/or separation problems (e.g., 
harassment) 
Poor school performance Public SAY? 
Negative effects on infants, ¢ Motor vehicle 
crashes 


children, and adults whose 


mothers drank during ¢ Violent crime (e.g., 
pregnancy, like pre-term birth, assault, homicide) 
low birth weight, and fetal e Disruptive behavior 


alcohol spectrum disorders 
Abuse and neglect 


Riding with driver under the ° 
influence 


Adverse childhood experiences 


(e.g., threats, 
disorderly conduct) 
Incarceration and 
penal costs 
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People experiencing harm due to others’ drinking 
increases the broader community impact of alcohol 
misuse. One study found that one in five adults reported 
experiencing at least one harm due to others’ drinking in 
the past year.” These secondhand effects of alcohol use 
include harassment or threats, financial harms, physical 
aggression, driving-related harms, and more. 


The negative consequences of alcohol misuse create not 
only a social burden, but also a financial burden to society. 
In 2010, the most recent data available, the economic costs 
related to excessive alcohol use in the United States were 
estimated at $249 billion. This resulted from lost workplace 
productivity, healthcare costs, criminal justice expenses, 
and costs associated with alcohol-related motor vehicle 
crashes and other property damage.*® Costs to communities 
include those for law enforcement and social, healthcare, 
ambulatory, and emergency services to respond to and treat 
alcohol-related problems, including crashes, violent crimes, 
public intoxication, and other public nuisances. These costs 
can be substantial burdens for communities. 


Community-Level Risk 
and Protective Factors 


Many community-level factors may influence an 
individual’s drinking behavior and contribute to 
alcohol misuse.*'*? Risk factors for alcohol misuse are 
characteristics associated with a greater likelihood of 
negative outcomes related to drinking, while protective 
factors are those associated with a /ower likelihood of 
negative outcomes or reduced impact of risk factors.™ 


Many risk factors for alcohol misuse are tied to an 
individual’s or family’s behavior or circumstances. 
However, one’s community—and the corresponding 
structural, societal, and cultural factors within it—can 
also create both risk and protective factors. 


Key risks at the community level relate to alcohol 
availability and cost. When alcohol is low cost, widely 
available, and unrestricted, and when its use is normalized, 
individuals who are at risk for alcohol misuse have greater 
opportunities to drink at high or harmful levels.**** More 
specifically, these community-level risk factors include: 


e Beliefs and practices that normalize underage 
drinking. 


e Alcohol use at younger ages (e.g., under 21), 
abundant alcohol advertising, and laws that do 
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not prohibit alcohol misuse, such as permitting 
driving while under the influence if BAC is 
legally low enough.*® 


e Alcohol that is easily and cheaply available, as 
is the case with low alcohol taxes and prices, 
weak restrictions and regulations on alcohol use 
in public places and at community events, weak 
retail restrictions and regulations (e.g., density, 
hours, and days of sale), and minimal point of 
sale restrictions (e.g., displaying alcohol at or 
near the checkout). 


e Socioeconomic factors, like low neighborhood 
income. 


The opposite of each of these risk factors can be 
considered protective factors and are important 
considerations for building and supporting healthy, 
resilient communities. For example, raising the price of 
alcohol through taxes or banning price promotions is a 
protective factor, as is limiting the number of alcohol 
outlets in a community.** °° 


Individual- and Family- 
Level Risk and Protective 
Factors 


While community-level risk factors are critical to 
understanding the most appropriate policy interventions 
to reduce alcohol misuse, it is helpful to understand 
that many individual- and family-level factors may 

also influence an individual’s drinking behavior. These 


individual-level factors should not be considered in 


ee Importance of Universal 
isolation, but in the broader context of community-level . 
factors 823%: Prevention Efforts 


Prevention efforts that focus on all people in a population 
(known as “universal interventions” or “universal 
prevention’) have shown greater impact on substance 
misuse and related harms, compared to interventions 

that focus solely on individual-level changes in alcohol 
misuse.”*** Universal prevention has also been shown to 
be cost-effective while reducing the costs associated with 
alcohol misuse and related harms within communities. 
Universal interventions work to improve the lives of 

all individuals within a community, including those 
experiencing greater health inequities. 


Broader social determinants of health should be 
considered when assessing risk and protective factors 
across individuals, families, and the communities in which 
they live. Racial/ethnic, sexual, and gender minorities 

in the United States face a range of hardships that may 
directly affect their health, including income disparities, 
unemployment, residential segregation, substandard 
housing, discrimination, and less access to health care 

as compared to White, cisgender, or heterosexual 
populations.” The cumulative effects of these factors over 
a period of time may lead to high chronic stress, strain on 
the body, and negative coping skills, which are associated 


with poor health and alcohol misuse.” 


All aspects of an individual’s identity, including their 

age, race/ethnicity, genetic makeup, sexual orientation, 
gender, and SES, contribute to a person’s relative 
advantage and disadvantage across life experiences.” 
These aspects cannot be considered in isolation when 
seeking to prevent or reduce alcohol misuse or related 
harms. For this reason, and as described in Chapter 2, 
focusing prevention efforts at the community level has the 
greatest opportunity to affect the broader social factors 
that influence drinking habits and associated harms.*° 


Finally, policies focused on alcohol misuse prevention 
(e.g., raising alcohol taxes, reducing the density of 
alcohol outlets, reducing hours of sale), through their 
secondary effects—such as reducing associated crime 
and violence—can help promote and maintain healthier, 
more resilient communities. Chapter 2 contains more 
details on this prevention approach. 


Risk and Protective Factors Associated with Alcohol Misuse 


Individual-level 
Risk Factors 
Include: 


Early and persistent behavior 
problems (emotional distress, 
aggressiveness, delinquency) 
Failure in school 

Peers who use alcohol and 
other drugs 

Attitudes favorable to alcohol 
and other drug use 

Low perceived risk of alcohol 
use 

Lack of employment 

History of trauma 

Genetics 


individual-level 
Protective Factors 
Include: 


Success in school 
performance; strong bonds 
with institutions, such as 
school and religious 
organizations 

High level of self-regulation 
Secure attachment 
Mastery of communication 
and language skills 

Ability to make friends and get 
along with others 


Family-level 
Protective Factors 
Include: 


Family-level 
Risk Factors 
Include: 


Parental alcohol use Strong and positive family 
Family history of alcohol bonds 

dependence Parental monitoring of 
Family conflict (marital activities of children and their 
discord) peers 

Low family bonding (lack of Clear rules of conduct 
parent-child closeness) consistently enforced within 
Inconsistent parental the family 

discipline Involvement of parents in the 
lives of their children 
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CHAPTER 


What Research Tells Us 


This guide identifies policies implemented to prevent 
alcohol misuse by changing or influencing community 
conditions, systems, and behaviors. These policies 
should not be considered in isolation as they are most 
effective when coordinated to complement and reinforce 
one another to reduce the influence of alcohol in the 
overall environment.” 


The policies included in this guide were selected after 
a comprehensive literature review and in collaboration 
with subject matter experts. Policies eligible for 
inclusion met the following criteria: 


e Are clearly defined and replicable 
e Have been evaluated through independent study 


e Address the target outcome of reduction or 
prevention of alcohol misuse 


e Are currently in use 


e Have accessible implementation supports, such 
as implementation guides 


A substantial body of evidence supports the policies 
included in this chapter; many have been researched 
for decades—in different settings and within different 
communities. However, it is important to note that the 
alcohol policy and regulatory landscape is continually 
changing, and interventions must adapt. Policies must 
keep pace with a dynamic industry that includes, but is 
not limited to, the following: 
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e Release of high-alcohol content products (such 
as high-alcohol supersized alcopops, hard 
seltzers, and high-alcohol craft beers) 


e Increase in the number of establishments that 
sell alcohol, such as movie theaters and coffee 
shops, thus increasing availability 


e Innovative marketing of alcoholic beverages 
(e.g., increased use of social media; paid social 
media influencers who discuss and market the 
product to a large network of followers; new 
digital marketing techniques, such as engaging 
with social media comments and connecting 
events and user locations directly to products 
and purchase opportunities) 


e Different ways of selling and providing alcohol 
(e.g., curbside pick-up and carry out, providing 
free alcohol, online alcohol sales, home 
delivery) 


As prevention practitioners* look for options to address 
emerging changes in their alcohol environments, they 
should consider policies that fit under the broader theory 
of creating safer communities through reducing alcohol 
availability via regulation and policy. Policies grounded 
in this approach have shown the greatest effectiveness in 
reducing alcohol consumption and related harms across 
the general population.” Strategies to affect availability 
can be conceptualized using the following framework:”* 


* For simplicity, the term “practitioner” is used throughout this guide to refer to individuals providing health care, including behav- 
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Alcohol Policy: Key Resources 


The Community Guide 


Facing Addiction in America: The Surgeon 


General’s Report on Alcohol, Drugs, and 
Health 


Surgeon General’s Call to Action to Prevent 
and Reduce Underage Drinking 

National Academies of Science and 
Engineering: Reducing Underage Drinking: A 
Collective Responsibility 


CollegeAIM 
STOP Act Report to Congress 


Getting to Zero Alcohol-Impaired Driving 
Fatalities 


Physical availability, including restricting how, 
when, where, and to whom retailers can sell 
alcohol or where alcohol is consumed (such as 
parks, home parties, or beaches). Reducing the 
ease of accessing alcohol requires consumers 

to then devote more effort and intention to 
obtaining and consuming the product, which in 
turn reduces consumption and harm. 


Financial availability, including mechanisms 
to raise the price of drinking, such as taxes, 
minimum unit price policies (setting a 
minimum price per standard drink, defined 

as approximately 14 grams of pure alcohol, 
found in 12 ounces of regular beer—usually 
about 5 percent alcohol, 5 ounces of wine- 
typically about 12 percent alcohol, and 1.5 


ounces of distilled spirits—about 40 percent 
alcohol®’), and bans on price discounting such 
as “happy hours.” By increasing the price of 
alcohol, demand decreases, reducing alcohol 
consumption and harm. 


e Social availability, including assessing how 
marketing can be used to create a powerful 
normative climate that is positive towards 
drinking, impeding prevention efforts. By 
changing the perceived norms and social 
acceptability of alcohol through reducing alcohol 
marketing and discouraging access in peer and 
family networks, individuals (particularly youth) 
are less likely to begin drinking and more likely 
to decrease alcohol consumption.' 


e =Psychological availability, including 
understanding individuals’ perceptions of how 
accessible alcohol is to them and their lifestyle— 
often influenced by how they respond to alcohol 
marketing. By limiting or reducing exposure to 
alcohol marketing, people (and especially youth) 
are less likely to consume alcohol.!*" 


The policies discussed here are grounded in the concept 
of availability, which has a substantial evidence base.*': 

'0! Where possible, this chapter also highlights if and 
how these policies have been implemented and studied 
in diverse communities (such as predominantly Black 
or Brown communities, rural communities, or with 
LGBTQI+ populations). It is important to note that not 
all of these policies have been tested or implemented in 
various communities, and all policies should be viewed 
through the lens of health equity. 
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This chapter organizes the policies into three categories. 


Policies with the Strongest Evidence: Policies that 
are a high priority for implementation, based on level 
of evidence and population impact 


Regulating alcohol outlet density 


Minimum legal purchase age 
Limiting days or hours of sales 


Increasing alcohol taxes 


Minimum pricing 

Limiting alcohol advertising and marketing (specific to 
underage drinking) 

Dram shop (commercial host) liability laws 


Policies with Moderate Evidence: Policies that have 
mixed research evidence and should be pursued only 
together with the high priority policies 


Restricting social availability of alcohol (e.g., social 
host ordinances) 


Alcohol-impaired driving countermeasures 

Limiting price promotions 

Policies with Limited to No Evidence: Policies that 
are only effective when done in conjunction with high 
priority policies 

Responsible beverage service 


Retail environment limitations (e.g., limiting floor space 
for alcohol in retail establishments; banning products 
with a high risk of alcohol-related harm) 


Restrictions on public places where alcohol is sold/ 
consumed 


Policies With the 
Strongest Evidence 


The policies included in this section have a strong 
evidence base and have shown reductions in alcohol 
misuse and related harms. Importantly, research shows 
they affect populations broadly, rather than focus on 
small groups with a high risk of alcohol-related harm. 
These policies are endorsed or recommended by the 
World Health Organization; the Community Preventive 
Services Task Force; the Surgeon General’s Report on 
Alcohol, Drugs, and Health; the National Academy of 
Science and Engineering’s Getting to Zero report; and 
others. When considering policies for implementation, 
communities should prioritize this set of policies, as they 
will have the greatest impact on alcohol misuse. 


Physical Availability 


Alcohol consumption and related harms decrease when 
communities reduce where, when, and how alcohol can 
be sold and consumed.*”**: '-'° Leading interventions to 
decrease alcohol availability include regulating alcohol 
outlet density, maintaining the legal purchase age of 21, 
and limiting the hours and days that establishments can 
sell alcohol. 


Types of Alcohol Outlets 


On-premises: Alcohol served in food and 
entertainment establishments, such as bars, 
restaurants, and other locations, for consumption 
on-site. 

Off-premises: Alcohol purchased from liquor 
stores, grocery stores, convenience stores, or 
other retail establishments for consumption off- 
site. 


Some establishments may allow on-premises 
consumption and off-premises purchases, like 
breweries and wineries. 


Regulating Alcohol Outlet Density 


Jurisdictions can regulate the alcohol retail environment, 
including outlets that sell alcohol for consumption on- 
premises and off-premises, by restricting the number 
and/or locations of alcohol outlets in a neighborhood 

or community. These policies limit the sale of alcohol 
through: 


e Licensing restrictions that generally regulate the 
type or number of outlets per population (e.g., 
per 1,000 residents) or geographic area 


e Zoning laws that apply land use provisions to 
determine the permissible locations for alcohol 
outlets*® !™ 


Licensing authority depends on the regulatory structure 
of the state and the degree to which it permits or 
preempts local policy on how, when, and where retailers 
can sell alcohol. States generally regulate licensing, 
although some localities may share licensing powers 
with the state or have local licensing power over certain 
kinds of alcohol outlets (e.g., on- or off-premises) or 
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outlets selling certain alcoholic beverages.'°*!°° Zoning 
authority gives local jurisdictions the ability to use 
planning and land use procedures to determine the 
placement and practices of businesses operating within 
their borders. Nuisance ordinances are often enacted in 
conjunction with zoning laws and licensing restrictions 
and allow local jurisdictions to regulate alcohol retailers 
who are consistently cited for poor business practices, 
such as lack of exterior lighting, sales to minors, graffiti, 
extensive advertising, or loitering or crime at their 
establishment. 


Governments may want to consider the above three 
regulatory policies as a complementary trio. Regardless 
of jurisdiction over licensing, town, city, and county 
governments most often employ zoning and nuisance 
powers to regulate access to alcohol. For example, pairing 
a zoning ordinance with a licensing policy that limits the 
number of retailers can help avoid clustering numerous 
outlets within one small area, which has been associated 
with youth alcohol consumption and increased crime.!°7! 
It also helps ensure that alcohol establishments are not 
disproportionately located in low-income areas.'!° 


Policy: Regulating Alcohol Outlet Density 


Description 


Examples of Outcomes 


Limiting/restricting 
where alcohol retailers 
may be located through 
licensing or zoning 


Reduction in alcohol consumption® 


e Limiting alcohol outlets to 70 per square mile in New York City decreased binge 
drinking prevalence by 0.7 percent." 

e Across six urban cities, increases in the density of alcohol outlets per square mile was 
associated with a 7- to 11-percent increase in total weekly alcohol use." 


Reduction in alcohol-related harms, including motor-vehicle crashes, injuries, violence, 

and medical conditions®: "4 

e Removing alcohol outlets in Baltimore’s residential areas was associated with 22 fewer 
homicides each year." 


e Intentional and unintentional injuries are significantly greater in areas with a higher 
density of off-premises alcohol outlets.'* 
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Health Equity Considerations of the Policy 
High alcohol outlet density in the United States is 
associated with communities that have higher levels of 
poverty and greater proportions of Black and Hispanic/ 
Latino populations,''*''® particularly for off-premises 
outlets.''? Studies have shown that communities of 
color tend to have the highest alcohol outlet density and 
associated problems, yet the lowest consumption levels, 
suggesting that systemic racism could partially explain 
these patterns. !° Multiple studies have found that a 
history of discriminatory lending practices (“redlining’’), 
which resulted in more alcohol retailers located in 
neighborhoods with higher population density, helps 
explain the overconcentration of alcohol outlets in these 
areas.'!° 17°12! A reduction of alcohol outlet density in 
communities of color could help reduce alcohol-related 
inequities, such as violence and other crimes. 


Minimum Legal Purchase Age 


The minimum legal purchase age law (often referred to 
as the minimum legal drinking age or MLDA) specifies 
the age when a person can legally purchase an alcoholic 
beverage. The federal National Minimum Drinking Age 
Act of 1984 created incentives so that, by 1988, every 
state had adopted a minimum purchase age of 21. 


Despite subsequent efforts by some advocates to reduce 
the drinking age to 18, the Community Preventive 
Services Task Force, Mothers Against Drunk Driving, 


the National Highway Traffic Safety Administration, 


Real World Implementation Examples 


e The local city council of Atlanta, Georgia 
enacted a series of policies to reduce alcohol 
availability in 2003. These policies led to a 
decrease in alcohol density in the Buckhead 
neighborhood, which is 75 percent White 
and relatively young, with half the population 
aged 15 to 34 and the other half older than 
35. A 3-percent reduction in outlet density 
was associated with a 28-percent reduction 
in violent crime—twice the decrease that 
occurred in comparable neighborhoods where 
outlet density had not changed.’ 


e In 1997, New Orleans, Louisiana implemented 
a series of policies, including increased 
licensing fees, enforcement, and expanding 
licensing board powers, that led to alcohol 
outlet density reductions, resulting in a 
significant decrease in violent assaults.'22 In 
addition, literature suggests that reducing the 
number of alcohol retailers reduces injury and 
crime.® 


and other organizations all recommend maintaining 

the age of 21. The Community Guide, a collection of 
evidence-based recommendations and findings from 

the Community Preventive Services Task Force, found 
that well-enforced minimum legal purchase age policies 
reduced youth access to alcohol.!” 


Policy: Maintaining the Minimum Legal Purchase Age of 21 


Description 


Examples of Outcomes 


21 years old young adults'24-128 


Reductions in crime 


consequences. '?5 


Sets the MLDA at | Reduction in alcohol consumption among high school students, college students, and other 


e After adoption of age 21 MLDA, the prevalence rates of past month drinking and of binge 
drinking among those aged 18 to 20 decreased from 59.1 and 31.4 percent in 1985 to 46.5 and 
24.1 percent in 1999; some increases in these behaviors were noted between 1997 and 1999. In 
2020, 32 percent of individuals aged 18 to 20 reported past-month drinking. * 


Reduction in alcohol use disorder (AUD) among adults" 
Reduction in motor vehicle crashes 


e =The National Highway Traffic Safety Administration estimates that the law prevented 31,959 
deaths from 1975 through 2017 due to alcohol-related traffic crashes." 


e Research has shown that early initiation of alcohol use is associated with greater 
alcohol-related violence, dating violence, and unintentional injury, among other negative 
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Health Equity Considerations of the Policy 
Given that the minimum legal purchase age affects all 
individuals in the United States under the age of 21, it 
does not have disproportionate impacts on particular 
communities or populations. However, as with many 
policies, it requires enforcement to be effective, and 
communities should ensure equitable enforcement of 
policies. The Community Preventive Services Task 
Force recommends ensuring community buy-in for 
enforcement of underage drinking laws,'** which may 
assist in equitable implementation. 


Real World Implementation Example 


e By 1988, all states set a minimum legal 
purchasing age of 21, in accordance with the 
1984 federal law. However, states continue to 
find loopholes in this law that allow for youth 
consumption, such as drinking on private 
premises with parental consent. As of January 
2021, 15 states had no exceptions to this law, 
which is in alignment with the best evidence 
on this policy. 


Limiting Days or Hours of Sales 


Localities, states, tribes (federally recognized AI/AN 
tribal governments), and territories can limit access to 
and availability of alcohol by reducing the number of 
days or hours that businesses can sell it for consumption 
on- or off-premises. In the United States, research 

on these policies has largely focused on the impact 

of legalizing Sunday sales at off-premises outlets or 
restricting hours that on- or off-premises stores can sell 
alcohol. 


In the context of this guide, “limiting” can mean 
maintaining existing limits in response to any efforts 

to expand current days or hours of sale or enacting 
more stringent limits than currently exist. Limiting the 
hours of sale decreases alcohol availability and reduces 
consumption and related harms. Several scientific 
bodies have recommended limiting hours and days of 
sale, including the World Health Organization’? and 
The Community Preventive Services Task Force.*’ 


Policy: Limiting Days/Hours of Sale 


Description 


Examples of Outcomes 


Limits the days and 
hours that retailers can 
sell alcohol, both on- 


Limiting Days of Sale 


Limiting Hours of Sale 


Reduction in alcohol consumption'**"> 


and off-premises e One additional day of alcohol sales significantly increased per capita consumption of all 
alcohol by 3 percent, of beer by 5 percent, and of wine and liquor by 3 percent.‘ 


Reduction in alcohol-related harms‘°*'%” 


e Inseven states that repealed Sunday sales bans for off-premises outlets, violent and 
property crimes increased significantly, by between 16 and 23 percent on Sundays.'® 


e In Virginia, an additional day of sale for stores that sell alcohol was associated with 
increased alcohol-related crimes committed on Sundays in areas near outlets that 
allowed Sunday sales.*%? Similar results were found in Pennsylvania, which showed a 
significant increase in crime occurring around Sunday-open state liquor stores in low- 
socioeconomic-status neighborhoods."*” 


Reduction in alcohol consumption®’ 
Reduction in alcohol-related harms 


e Allowing alcohol sales for an extra two hours or more was associated with increases in 
injuries from vehicle crashes, alcohol-related assaults and injuries, and admissions to 


the emergency department.®” 
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not adjusted for inflation.'” It is critical that excise taxes 


Real World Implementation Examples be adjusted regularly for inflation so they do not lose 


e Sunday sales: There are no United States effectiveness as a prevention measure over time.'* 
examples of reducing the numbers of days 
in which retailers can sell alcohol: instead, Sales taxes are a percentage of the price of alcohol, may 
the trend has been to increase the number of or may not differ by type of alcohol, and increase as the 
days by allowing sales on Sundays. price of the alcoholic beverage increases, which will 


1 1 142 
e Hours of sale: \n 2020, one legislative district BO e cc suns Oreo re alaon 


in Baltimore reduced the allowed hours ahs ‘ : 
Raising the price on only one type of alcoholic beverage 
of alcohol sales in on- and off-premises ess y YP 8 


Establishments fom 6.00 6 mic 2 OO aamietG (e.g., beer, wine, or spirits) may lead to a switching 
10:00 a.m.—10:00 p a. ja a aS of preference to the now cheaper option. A study of 


substantial tax increases on distilled spirits and wine, 
but not beer, enacted in Illinois in 2009 found that sales 


Health Equity Considerations of the Policy of spirits and wine decreased significantly but beer sales 
Following a partial repeal of Sunday sales bans in increased sufficiently to largely offset the decline in 
Philadelphia, one study found increases in property and overall alcohol sales volume.'** Nevertheless, there was 
overall crimes on Sundays in the immediate vicinity of still a reduction in alcohol-related harms.'**'“¢ For this 
alcohol outlets, but only around outlets in neighborhoods reason, stakeholders may want to consider raising taxes 
with low socioeconomic status.'*” The authors noted that across all product types. Alcohol taxes are recommended 
many of these neighborhoods had above average rates of by The Community Preventive Services Task Force and 
crime prior to the intervention, and that the findings were are listed as one of the World Health Organization’s 
consistent with previous analyses showing that alcohol “best buys” (effective and cost-effective ways to reduce 
availability is associated with crime in areas with high non-communicable disease, including AUD). 

poverty.'*’ These findings suggest that increasing the 

hours and days of sale may disproportionately lead to The State Alcohol Control System 


increased harm in under-resourced communities. See the 


earlier section on “Regulating Alcohol Outlet Density” 
for more on this issue. 


Alcohol is sold in two different types of states: 1) 
Control states/jurisdictions, where the government 
controls alcohol sales, and 2) License states/ 
jurisdictions, where governments license private 
businesses to conduct alcohol sales. In the United 
States, state or local control of alcohol sales is 
primarily limited to off-premises establishments. 
States/jurisdictions that move from control to 
privatized systems have experienced increases 

in the number of off-premises outlets, as well 
price promotions, such as “happy hours.” as longer hours and days of sale. Additionally, 
privatized systems have more alcohol advertising, 
greater numbers and types of alcohol products 


Financial Availability 


Increasing the price of alcohol has shown reduced 
consumption among both youth and adults.'4! Price 
increases can be accomplished by raising alcohol taxes, 
implementing minimum pricing policies, and banning 


Increasing Alcohol Taxes 


The evidence on the association between raising alcohol sold, and poorer enforcement of sales laws, 
prices, usually by increasing taxes on alcohol, and including enforcing MLDA. Ultimately, privatization 
decreased consumption and associated problems has is associated with increases in alcohol misuse.” 


As a result of these findings, the Community 


been growing for more than 50 years. Policymakers at ; : SS 
Guide recommends against privatization.'*° 


the federal, state, and some local, tribal, and territorial 
levels can pass alcohol tax policies. 


Excise taxes are based on the volume of alcohol sold, 
are different for different alcoholic beverages (beer, 
wine, liquor), and their real dollar value will decline if 
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Policy: Increasing Alcohol Taxes 


Description Examples of Outcomes 


Increases in the price 
of alcohol, either by 
volume (excise tax) or 
retail sale price (sales 
tax) 


Alcohol consumption across the general population,®> as well as among underage 
populations® and Hispanic people"*” 
e A 10-percent increase in price is estimated to decrease:® 

— Beer consumption by 5 percent 

— Wine consumption by 6 percent 

— Liquor consumption by 8 percent 


Alcohol-related harms 


(1 percent).'° 


Health Equity Considerations of the Policy 
Despite concerns that these taxes are regressive in 
nature, meaning they disproportionately impact those 
with lower incomes, research has shown that it is 
people who drink excessively who most experience the 
increased cost for alcohol taxes, regardless of income 
level.'**:'° A study specifically looking at whether 
alcohol taxes disproportionately affect low-income 
communities found that if there are regressive effects, 
they are small and primarily concentrated among the 
heaviest drinking populations, not the broader population 
of people who drink alcohol.'*’ Research has shown that 
alcohol taxes primarily affect the heaviest consumers of 
alcohol, who tend to be White, college-educated males 
between the ages of 21 and 50 earning $50,000 or more 
per year.!”? 


Finally, the benefits of higher alcohol taxes are 
generally progressive—meaning particularly beneficial 
to populations with fewer resources—as tax revenues 
are typically used to fund government services, which 
people with lower incomes are more likely to use than 
those with more personal wealth. Tax revenues can 
benefit prevention directly, by designating a portion of 
the derived revenues specifically for prevention and 
treatment services at the local, state, tribal, or territorial 
level. 
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— Total alcohol consumption by 8 percent 


e Based on data from 50 studies, a doubling of the alcohol tax was estimated to result in 
average reductions in alcohol-related mortality (35 percent), motor vehicle fatalities 
(11 percent), sexually transmitted infections (6 percent), violence (2 percent), and crime 


e Lower risk of alcohol-related consequences among Black women."? 


Real World Implementation Examples 


After Maryland increased its sales tax on 
alcohol from 6 to 9 percent in 2011, the amount 
of total alcohol sold declined 4 percent in the 
18 months following the increase.'*' Between 
2011 and 2016, there was a 17-percent 
reduction in binge drinking by Maryland adults 
compared to an average national reduction 

of 6 percent.'** There was also a 28-percent 
reduction in the number of Maryland high 
school students who reported binge drinking 

in the past 30 days between 2011 and 2015.1 
The implementation of this policy was also 
associated with a significant 6-percent annual 
reduction in the rate of alcohol-impaired drivers 
on Maryland highways.‘ 


After a 2009 increase in alcohol excise taxes 
in Illinois there was a 26-percent reduction 

in fatal alcohol-related motor vehicle crashes 
in the following 28-month period (from 
September 2009 to December 2011)—a 
decrease of nearly 10 deaths per month."4° 


Following a 1983 alcohol tax increase in 
Alaska there was a 29-percent decrease in 
alcohol-related deaths; an additional alcohol 
tax in 2002 was associated with an additional 
11-percent decrease in such deaths. '*4 


Minimum Pricing alcohol for less than that price. MUP policies can be 
particularly effective for reducing alcohol use and related 
harms among people who drink excessively because 
they purchase larger quantities of alcohol; therefore, 

they purchase less, even though they tend to spend 

the same amount on alcohol after MUP policies are 
implemented.'**'°’ As a result, MUP policies can reduce 
consumption and related harms, raise tax revenue, and 
reduce health inequalities.'°° Like excise taxes, MUPs 
will lose their effectiveness over time if they are not 


Alcohol minimum pricing policies are another way of 
maintaining or raising the price of alcohol and reducing 
practices that create risk of alcohol-related harms. There 
are two different ways to establish minimum prices: 
through a minimum unit price (MUP), which establishes 
a floor price per “unit” of pure alcohol, or a minimum 
price based on the container size of a specific alcoholic 
beverage type, regardless of the alcohol content within 
that beverage (such as a minimum price for a liter of 


beer, a liter of wine, or a liter of liquor)."* regularly adjusted for inflation. Minimum pricing has 
not been consistently implemented in the United States 

These policies can be made specific to on- or off- but is being explored based on the evidence from other 

premises alcohol outlets, and retailers cannot sell countries, including Scotland and Canada.'*"!°? 


Policy: Increasing the Minimum Unit Price of Alcohol 
Description Examples of Outcomes 


Sets a minimum | Decrease in alcohol sales 
price per unit 


e In May 2018, Scotland set an MUP per unit of alcohol (at the time equal to approximately $1.34 


of pleas for a standard drink) that was associated with an 8-percent reduction in alcohol sales. Wales 
ot scone implemented the same policy in March 2020, which was associated with a 9-percent reduction 
of alcoholic in alcohol sales."%” 
beverage, 
sither on= OF Decrease in alcohol-related harms 
ne or |e In British Columbia, a 10-percent increase in the minimum price of alcoholic beverages was 

) 


associated a year later with a 9-percent decrease in alcohol-related hospital admissions,'®® a 
32-percent decrease in alcohol-attributable deaths,'® and a 10-percent reduction in all crimes.’ 


Health Equity Considerations of the Policy 

The research on health inequalities related to MUP has been 
done primarily in the United Kingdom'*' and Canada.'® 
Overall, minimum pricing policies mainly affect people who 
drink the most alcohol, regardless of income level.'*> Modeling 
results showed that the price increase was mostly assumed by 
people who drink heavily, but this group also had the greatest 
decrease in consumption. Additionally, the health benefits of 
the MUP policy particularly benefited individuals with the 
lowest socioeconomic status through greater reductions in 
harms. Individuals with the lowest socioeconomic status were 
42 percent of the total study sample, but accounted for 82 
percent of the reduction in premature deaths and 88 percent of 
the improvement in quality-adjusted life years.'° 


Real World Implementation Examples 


e MUP policies have been introduced in Australia, 
Ireland, and Scotland.'®© 


e In 2021, the Oregon Liquor and Cannabis 
Commission implemented a new minimum pricing 
policy for distilled spirits. '® 
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Social and Psychological 
Availability 


Restricting alcohol marketing is the primary way to 
decrease the social and psychological availability 
of alcohol, known to be a risk factor for alcohol 
consumption. This research has primarily been done 
with youth, and increasingly shows that greater 
exposure and receptivity to marketing leads to: 


e More developed norms and expectations (social 
availability) 


e More identity building around drinking 
(psychological availability)'™ 


Overall, the evidence is clear that youth exposure to 
alcohol marketing is associated with increases in youth 
drinking.'” 


Local, state, and territorial efforts to reduce alcohol 
advertising have largely focused on limiting outdoor 
advertising, such as on billboards, and limiting 
advertising at the point of sale, such as on alcohol outlet 
windows (including grocery/liquor stores and bars/ 
restaurants) and within the establishments themselves. 
Similar to alcohol outlet density, zoning policies can 
determine where alcohol can be seen, to reduce youth 
exposure (e.g., near schools and playgrounds) and 
disproportionate marketing to racial/ethnic populations 
(e.g., in predominantly Black, Indigenous, and People of 
Color (BIPOC) communities).'® Full advertising bans 
have been determined to be the most effective option,'® 
but can be difficult to achieve; more limited restrictions 
are possible, as described below. 


Research has shown increased evidence of the 
harmfulness of digital marketing on youth alcohol 
consumption, suggesting the need for additional 


policy options to reduce youth exposure to online 
alcohol marketing.'®’ Reducing or banning alcohol 
advertising is one of the World Health Organization’s 
top recommendations to reduce non-communicable 
diseases, including AUD. 


Health Equity Considerations of the Policy 
Equity considerations around alcohol advertising and 
marketing are particularly relevant for youth populations 
and individuals living in under-resourced communities. 
For example, a study of alcohol advertising in Boston 
subway and streetcar stations found that Boston 

public school students reported seeing 1.34 alcohol 
advertisements per day at those locations, while the 
population as a whole saw just 1.09. Additionally, there 
were more advertisements in neighborhoods with high 
poverty rates (1.27 ads per station) than in neighborhoods 
with low poverty rates (1.16 ads per station).'”' A study 
of youth in Los Angeles found that African American and 
Hispanic youth were exposed to nearly twice as many 
alcohol advertisements across all media than their non- 
Hispanic, White peers, and that girls were exposed to 30 
percent more advertising than boys.!” 


Given that women, BIPOC populations, and those living 
in lower socioeconomic status neighborhoods face 
greater exposure to alcohol advertising, reducing alcohol 
advertisements is considered an effective policy to help 
address this inequity. Additional research on the effects 
of policies that restrict alcohol advertising would further 
inform how these policies can reduce racial or ethnic 
disparities regarding exposure to alcohol marketing. 
Reducing disproportionate exposure to alcohol 
advertising may also reduce harms in neighborhoods of 
predominantly LGBTQI-+ individuals, though there is 
little research exploring this specific population. 


Policy: Limiting Alcohol Advertising and Marketing 


Description 


Examples of Outcomes 


Limit or ban alcohol advertisements and 
marketing; bans may limit advertising on or in 
alcohol establishments, on billboards, or on city- 
owned property (such as bus or subway stations) 


Reduction in alcohol consumption” 


e Each additional alcohol advertisement that youth are 
exposed to is associated with a 1-percent increase in the 
number of drinks consumed." 


Decrease in positive drinking expectancies and norms 
among youth"®-170 
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Real World Implementation Examples 


e In 2017, New York City banned alcohol 
advertisements on city buses, subway 
cars, and in subway stations, and in 2019 
implemented a ban on alcohol advertising 
on city-owned property. Los Angeles, 
Philadelphia, and San Francisco have 
enacted similar policies. 


e All European countries, except the United 
Kingdom, have banned one or more types of 
alcohol advertising, '”? including a total ban 
in Norway passed in 1975 that has since 
shown a sustained 8-percent reduction in 
consumption." 


Dram Shop (Commercial Host) Liability Laws 


Dram shop, or commercial host, liability laws make an 
on-premises alcohol outlet (e.g., a bar, tavern, or similar 
commercial establishment) liable for the harmful actions 
of intoxicated patrons when the establishment serves 
alcohol to clearly intoxicated people or minors. Dram 
shop liability laws are an effective strategy to reduce 
alcohol consumption and alcohol-related harms,'”*-!° 
with the potential benefit of business environments that 
support responsible beverage service without penalizing 
those who follow liquor control laws.'’° However, such 
laws may be limited by caps on the financial liability 

of servers and managers, statutes of limitations, and the 
standards for required evidence.!’° 


Health Equity Considerations of the Policy 

This policy must be implemented equitably across 

all retailers to ensure that establishments owned by 
BIPOC individuals are not disproportionally targeted for 
liability. 


Real World Implementation Examples 


e Most states have enacted dram shop 
(commercial host) liability laws for service to 
intoxicated adult customers and to underage 
customers.17° 177 


Policies With Moderate 
Evidence 


There are several other effective policies that 
communities should consider while they work towards 
the high priority policies listed above. These policies 
are grounded in either evidence or in the theories of 
availability described above. 


e =Restricting social availability of alcohol (i.c., 
social host policies). Social host ordinances 
hold individuals responsible for hosting or 
providing a location for underage drinking 
and impose citations or fines. Research on the 
effects of these policies is limited to those that 
levy criminal penalties, which raises equity 
issues because of disparities in enforcement. 
The best practice is a civil social host liability 
law, which levies a civil fine rather than criminal 
prosecution; there have been few scientific 
evaluations of this law to date.'*'!” 


e Alcohol-impaired driving countermeasures. 
Countermeasures for alcohol-impaired driving 
include reducing the blood alcohol content legal 
limit from 0.08 to 0.05, collecting information 
on the establishment that served alcohol to 
those cited for impaired driving (known as 
place of last drink), use of ignition interlocks, 


Policy: Dram Shop (Social Host) Liability Laws 


Description 


Examples of Outcomes 


On-premises alcohol outlets are 
liable for the harmful actions of the 
intoxicated patrons they continue to 
serve alcohol 


Decreases in alcohol-related automobile crash fatalities and injuries 


e Alcohol-related motor vehicle crash fatalities decreased by a median of 
6 percent across six studies throughout the United States‘”® 


e Dram shop liability lawsuits in 1983 and 1984 in Texas led to 
decreases in single vehicle nighttime crashes of 7 percent and 5 
percent after two separate, high-profile cases.'” 


Reduced alcohol consumption’”® '”° 
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and sobriety checkpoints. These approaches are 
effective, particularly for reducing automobile 
crashes, but less so for reducing alcohol misuse 
and other alcohol-related harms; they often only 
target people who drink heavily. Decreasing 

the impaired driving blood alcohol content 

has shown reductions in injury, single vehicle 
nighttime crashes, fatalities, and more.* 


e Limiting price promotions. Another policy that 
affects the price of alcohol is to restrict price 
discounting, such as “happy hour,” all-you- 
can-drink specials, and two-for-one purchases. 
These policies can be passed at the local, state, 
tribal, or territorial levels. Limited research 
assesses the impact of these policies in a United 
States context, but associations have previously 
been noted between lower alcohol prices and 
increased consumption and other alcohol-related 
harms including violence, crime, and traffic 
fatalities,** leading to the recommendation that 
such restrictions be pursued or maintained if 
already in place. 


Policies With Limited to 
No Evidence 


There are several policies with limited evidence of 
effectiveness when done in isolation that communities 
may nonetheless adapt. They are best implemented 

in conjunction with policies that have demonstrated 
strong to moderate evidence of effectiveness. Examples 
include: 


e Voluntary responsible beverage service 
(RBS). It has been suggested that server 
demographic characteristics (e.g., age) are 
related to alcohol sales made to minors and 
intoxicated customers.'*’ RBS is a training for 
servers and sellers to address such sales, but 
there is limited evidence demonstrating the 
effectiveness of this strategy in reducing alcohol 
misuse.'*! 


e =Retail environment limitations. These 
limitations may include reducing the floor space 
dedicated to alcohol products and banning 
products with a high risk of alcohol-related 
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harm. Communities have also implemented 
numerous other strategies and policies that 
address the broader retail environment, like 
prohibiting end-of-aisle placement; however, the 
evidence on these approaches is still emerging. 


e Restrictions on public places where alcohol is 
sold/consumed. Communities may also restrict 
locations where alcohol is consumed, such as 
parks, festivals, and sporting events—additional 
research is needed to understand how effective 
these policies are; they may also raise equity 
issues, if they are selectively enforced. 


Future Research 


Across the nation, some communities might find it 
challenging to address the increased availability of 
alcohol due to the general deregulation of alcohol 
policies over the years. Additional policy changes during 
the COVID-19 public health emergency increased 

the availability of alcohol, with an expansion in the 
number of states that allowed home delivery of alcohol. 
Some states have also made permanent the emergency 
allowances for curbside pickup of alcohol, and expanded 
restaurants and bars that allow alcohol consumption on 
adjacent sidewalks, parking lots, or other designated 
outdoor areas. Effects of these policies continue to 

be studied. Prevention practitioners and communities 
should rely on the basic principles of availability theory, 
as described above, to institute policies and strategies 
that address the deregulation of previously implemented 
policies. 


To further support the implementation of effective 
alcohol policies in communities, researchers can 
continue evaluating the effects of implemented policies, 
including assessing whether there are disproportionate 
effects on different communities (e.g., rural/urban/ 
suburban) and populations, to ensure equitable 
implementation, enforcement, and outcomes. One option 
would be to build health equity impact assessments into 
law and rulemaking efforts at the local, state, tribal, 

and territorial levels; other countries, such as Canada, 
have implemented similar approaches to prioritize 
establishing equitable policies. 
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CHAPTER 


identifying and 
implementing Evidence- 
Based Policies to 

Prevent Alcohol Misuse 


This chapter provides key considerations for 
implementing prevention interventions, recommendations 
for addressing implementation challenges for the policies 
described in Chapter 2, and implementation resources. 

v 
Key Considerations for 


Implementing Policies to v 
Prevent Alcohol Misuse y 
v 


One of the first steps in any policy effort is conducting 
capacity and needs assessments: a capacity assessment 
can help identify and define the existing strengths in 
the community while a needs assessment will identify ve 
gaps in the current policies. These assessments can help 
communities define the problem (such as high rates of 
crime, traffic crashes, or sexual assault), identify how 
alcohol may contribute to that problem, and determine 
the specific factors leading to alcohol misuse. 


v 
v 
v 


During this time, communities may also want to consider 

developing and reviewing community histories of v 
policies and organizing—these stories provide useful 

insight into why the current situation exists and how 

structural and systemic systems have shaped the current 

risk and protective factors related to alcohol misuse. '*” 

Periodic capacity and needs assessments will ensure 

that communities are implementing the best possible v 
interventions for their circumstances at that specific time 

and are not overly relying on previously implemented 

policies.'* 
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Potential Questions for a Capacity 
or Needs Assessment 


Capacity Assessment 


What resources are currently available in the 
community? 


Who are the policy allies and champions? 
What policies currently exist? 

Are there model policies available? 

Are there existing funding sources? 


Needs Assessment 


Are there high rates of underage drinking? 
Are there high rates of adult alcohol misuse? 
Are pregnant people using alcohol? 


Are there certain settings that are consistently 
associated with alcohol consumption and are 
likely to have a high risk of harm, such as a 
park or a bar? 


Did a precipitating event happen that 
prompted interest in the community to 
intervene on alcohol misuse, such as a 
drunk driving fatality or an upcoming change 
in availability (such as new alcohol outlets 
Opening in certain neighborhoods)? 


Does the community have the data to support 
the selected policy? 
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When developing policy, community members should 
serve as leaders and help to drive policy change. It is 
critical to engage a host of partners, such as people with 
lived experience, community members who experience 
alcohol-related harm, public health and policy/legislative 
experts, parents, educators, law enforcement, funders, 
and youth. A community prevention organization, often a 
community coalition, focused on preventing or reducing 
alcohol misuse can play this role. These individuals 

can help develop the policy language and decide the 

best communication and media strategies to advance 
political will and raise public awareness. Community 
members often mobilize their peers and the broader 
population to educate policymakers and support the 
policy. Community mobilization is a key component of 
any policy passage and is critical throughout the policy 
development process: planning, advocacy, education, 
policy passage, and implementation. 


There is an identified substance use prevention 


policy implementation process that coalitions 
and stakeholders can use when beginning any 


policy activity, detailed by SAMHSA’s Prevention 
Technology Transfer Center (PTTC) Network. 


Implementing policy changes takes political will, 
community power, persistence, and knowledge of 

the policy process. Those responsible for driving and 
adopting policy change include the local, state, tribal, 
territorial, or federal agencies that will be responsible 
for regulating and reporting requirements; the elected 
officials who will vote on the policy; any other public or 
elected officials who pass and implement policies; and 
engaged stakeholders who can provide important insight 
into designing and implementing new policies that will 
ultimately affect them as well as provide timely feedback 
on policy implementation. Alcohol retailers who make 
changes to their outlets, either voluntarily or through 
new policy action, may also influence the shaping and 
implementation of a new policy. 


There are at least four key elements in successful 
implementation of a new alcohol policy, whether at the 
city, county, state, tribal, territorial, or federal level: 


1. Public Awareness: Any rule change will 
require educating the public and/or the affected 
organizations. For example, if a city prohibits 
“happy hours” or two-for-one price promotions, 
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officials must notify bars, restaurants, and 
the broader public of this change after policy 
passage, preferably including data to explain 
why they made this change. 


2. Regulations: Ifa new policy affects structures 
or systems, jurisdictions will need to establish 
new or update existing procedures. In the 
example of implementing licensing and zoning 
laws, policymakers will need to decide how 
jurisdictions will track licenses and permits and 
how and when they will provide new licenses or 
permits. 


3. Enforcement: Nearly all policies require some 
level of monitoring and enforcement. For 
example, cities that pass ordinances limiting 
what alcohol products retailers can sell and 
where and when they can sell them will need 
to ensure that retailers have the correct license 
or permit and maintain consistent enforcement 
of the new policy. For instance, they could 
implement regular retail assessments to ensure 
retailers do not sell disallowed products. 


4. Economic Impacts: The economic impact of 
any new policy should be considered at the 
outset of the policy process, including the cost 
of enforcing and monitoring the policy and 
the potential savings expected from reducing 
alcohol misuse (such as reduced costs for 
health care and emergency services utilization, 
disability adjusted years of life (DALYs), and 
loss of productive labor). Alcohol licensing 
and permitting fees should be earmarked for 
compliance and enforcement activities to ensure 
that the policy is implemented and operating as 
intended. 


Considerations for Equitable 
Implementation of Policies 


Equity implications of policy implementation are also 
key considerations. Some prevention practitioners 

may want to focus their policy efforts specifically on 
communities and populations that governments and 
policies have historically disenfranchised, thus limiting 
their opportunity to experience optimal health, safety, 
and wellbeing. Such communities include tribal nations; 
LGBTQI+ populations; and communities of color. 
Advancing health equity and social justice requires 
partnerships and collaborative action. For those focused 
on the prevention of alcohol and other drug use, it may 
mean developing new relationships with organizations and 
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individuals outside the usual participants. The Prevention 
Institute has identified five strategic opportunities to 
advance social justice and health equity: 


1. Synergistic data creation and analysis: Work 
with partners to identify the data and measures 
that help policymakers and other stakeholders 
understand health- and alcohol-related 
inequities, assess opportunities for change, and 
determine which measures to track over time. 


2. Aligned framing and strategic 
communications: Identify, frame, and 
communicate shared visions, values, and 
strategic directions for alcohol policy work. 


3. United multisector partnerships: Identify 
opportunities to develop shared visions and 
solutions that bring together organizations to 
encourage and sustain change. 


4. Blended approaches to power building, 
policy, and systems change: Work with social 
justice advocates on community organizing and 
transformation of power relations, to change 
the policies and conditions that lead to the 
disproportionately harmful effects of alcohol on 
under-resourced communities. 


5. Transformative resources for health equity 
and social justice: Prioritize the capacity- 
building of organizations focused on health 
equity and environmental- and community- 
level changes to prevent alcohol misuse and 
related harms and establish partnerships with 
organizations from under-resourced communities. 


Considerations and Strategies for Policy 
Implementation 


In addition to these important initiatives, prevention 
practitioners and coalitions must further consider the 
actions described below when implementing policies to 
prevent alcohol misuse among youth and adults. 


Building Coalitions with Capacity 
Consideration: 

e Coalitions bring together members of different 
sectors across a community (e.g., prevention 
practitioners, people with lived experience, 
parents, those who experience harms from 
alcohol use, medical professionals, law 
enforcement) to work on a common issue, 
such as substance use prevention. Coalitions 
can conduct a needs assessment to begin to 
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understand the local conditions related to alcohol 
misuse and associated harms. This critical 
process requires resources—both in funding 

and human capacity—and the more resources 
available, the more comprehensive the needs 
assessment and resulting actions can be. 


e Once communities form and fund coalitions, 
they often need training to build the coalition’s 
capacity to do the assessment, implementation, 
and evaluation activities. Topics for training 
may include community mobilization strategies, 
conducting a needs assessment, analyzing and 
interpreting data, selecting evidence-based 
interventions, advocating to and educating 
policymakers, and ensuring policy enforcement 
and monitoring. 


Strategies: 

e Coalition builders should conduct intentional 
outreach to individuals and groups to ensure 
coalitions are diverse (see text box, “Coalition 
Membership”). Given that alcohol affects 
nearly every segment of society, broadening the 
stakeholder base is an important role of coalitions. 
This varied representation can help focus the 
coalition on building policies and implementation 
plans that improve equity within a community. 
Coalitions should be particularly thoughtful about 
reaching out to tribes who may be affected by local 
alcohol environments, as these are communities 
highly affected by alcohol misuse and related 
harms and are often left out of these important 
efforts. Additionally, coalition rules should ensure 
that all coalition members have an equal voice in 
discussions, regardless of title or position. 


Coalition Membership 


e Diversity in sexual orientation, gender identity, 
socioeconomic status, and race/ethnicity 


e People in recovery from alcohol use disorder 
or who experience alcohol-related harms 


e People from different community sectors (e.g., 
education, law enforcement, health care, faith 
community, parent-teacher organizations, 
treatment professionals, recovery 
organizations, chronic disease organizations) 


e Community leaders 
e Grassroot organizers 
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There are many state and federal grant programs 
focused on substance use prevention that provide 
funding to communities to build coalitions 

or further their prevention work. Programs 
include, but are not limited to, the Drug-Free 
Communities grant program, Partnerships 

for Success grant program, Sober Truth on 
Preventing (STOP) Underage Drinking Act grant 
program, and the Substance Abuse Prevention 
and Treatment Block Grant. 


Many organizations provide training and 
technical assistance to engage in this work for 
free or at a reduced cost. Organizations can 

seek out training or technical assistance from 
programs such as SAMHSA’s PTTC Network 
the Community Anti-Drug Coalitions of 
America, and the Center for Advancing Alcohol 
Science to Practice funded by the Centers for 
Disease Control and Prevention (CDC). 


Evolving Community Needs 
Consideration: 
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Patterns of alcohol consumption and related 
harms are continually changing, and the most 
appropriate program or policy for the state or 
community may change over time. 


eal 


Strategy: 


Regularly collecting and analyzing data on 
alcohol misuse by both youth and adults will 
help determine what products people are using, 
if certain subgroups are misusing alcohol 

at higher rates than others, where they are 
obtaining alcohol, and in what settings they 

are using the products. Stakeholders engaged 
in prevention efforts, including parents and 
youth, can provide first-hand information about 
alcohol misuse patterns and behaviors within 
the state/community. This strategy will ensure 
that the state/community implements the best 
interventions for their particular needs. These 
data may support existing policy efforts or 
suggest the need for changes. More information 
on this subject is provided in Chapter 5. 


State Preemption 
Consideration: 


State governments heavily regulate alcohol, and 
this regulation can be preemptive, limiting the 
ability of localities to pass policies entirely or 
that are more restrictive than state policies. 
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Strategy: 

e The first step in addressing this preemption is 
to understand what the state’s alcohol laws are, 
and then explore the available options for local 
policies. Additionally, there may be non-alcohol- 
specific local powers available for jurisdictions 
to use for local alcohol policy, such as exploring 
land use laws to regulate alcohol outlet 
density. Legal experts on alcohol policy can 
help a jurisdiction better understand potential 
preemption issues and nuances or gray areas in 
the law, as well as encourage lawmakers to enact 
policies that protect against future preemption. 
There are often avenues that legal experts can 
find through careful analysis of state preemption 
laws, to allow local policy passage. The ability 
for jurisdictions to pass more restrictive policies 
or policies not specifically named in state 
alcohol laws that address local needs is critical. 
Numerous entities, including CDC, Healthy 
People 2030, and the National Association of 
County and City Health Officials have noted 
that state preemption laws around tobacco and/ 
or alcohol use do not advance public health 
priorities. Further, resources exist that explain 
preemption for specific alcohol policies, such as 
this list of state laws preempting local regulation 
of alcohol outlet density. 


Necessity of Long-Term Commitment 
Consideration: 

e Itcan take considerable time to assess a 
community’s local conditions, determine an 
appropriate policy intervention, develop and 
enact that policy, educate the community and 
local leaders about the policy, implement and 
enforce the policy, and evaluate its effects. It is 
important for a coalition to maintain consistent 
efforts across this period, even if policy adoption 
and enforcement may seem far away. 


e  Itcan take months or even years to see the results 
and impact of the policy. Policies to prevent 
alcohol misuse and reduce harm require time to 
develop and implement and see the effects. 


Strategies: 

e Coalitions should establish sustainable funding 
and policy campaign financing at the beginning 
of the policy development process. Funding may 
come from federal sources, such as programs 
that support efforts to prevent underage 
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drinking or address community substance 

use, or from private sources, such as local 
hospitals, foundations, or insurance companies. 
Stakeholders should identify sources and the 
level of funding needed to implement the effort. 


It is important for coalitions to celebrate small 
victories along the way, such as getting the 
media to cover the issue of alcohol misuse or 
gaining key new coalition partners or staff. 
Acknowledging these victories will help keep 
coalition members engaged and motivated 
throughout the process. It is also valuable 

for coalitions to bring in and recognize other 
partners and policy champions along the way, to 
reinforce appreciation of their partners’ work. 


Coalitions should prepare their members, 
partners, and lawmakers for the time required 
for policies to effect changes in alcohol misuse 
rates. Setting expectations early in the process 
will help reduce the chances of disappointment 
and frustration that may arise if it takes a year 
or more to see the positive outcomes of these 
policies. 


Concerns Around Lobbying 
Consideration: 


Many coalitions and organizations that receive 
federal funding do not think they can engage in 
policy work due to federal lobbying restrictions. 
This concern may dissuade organizations from 
working to implement evidence-based policies 
that may have substantial benefits for their 
communities. 


Strategies: 


Many of the steps needed to pass a policy do not 
involve lobbying. Allowable activities include: 


— Conducting analysis or research on proposed 
or potential legislation 


— Talking to and educating elected officials 
broadly about alcohol misuse, without 
encouraging action on a specific legislative 
proposal 


— Responding to requests from policymakers 
and government officials on alcohol misuse 
questions 


— Talking to the media about legislative 
proposals without indicating specific support 
or opposition 
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Coalitions and organizations funded by the 
federal government must consider lobbying 
limitations before undertaking policy work. 
There are several situations in which members 
of an organization or coalition can legally lobby 
for policy change using non-federal funds. 

For example, citizens can lobby on their own 
time and staff can lobby if using unrestricted 
funds. Building a diverse coalition that includes 
those who can legally lobby is a valuable 
consideration. 


Policy Enforcement 
Consideration: 


To be effective, jurisdictions must enforce 
policies regularly, actively, and equitably. 

Such enforcement requires resources and a 
commitment to the activity from a variety of 
enforcement bodies, including law enforcement, 
licensing and regulatory bodies, health 
departments, and others. 


Strategies: 
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Including explicit enforcement instructions and 
funding for enforcement bodies in the actual 
legislation or policy language ensures there 

is a political mandate to conduct enforcement 
activities according to the best possible 
evidence. Such activities include ensuring 

that enforcement does not disproportionately 
target individuals or retailers of color or the 
LGBTQI+ community; conducting efforts on a 
regular cadence; and transparently reporting the 
results of these efforts. Legislating a funding 
mechanism for enforcement will ensure its 
sustainability. Funding mechanisms may include 
licensing and permitting fees, block grants, or 
budget appropriations. Legislative language can 
specifically allocate funds for compliance checks 
and enforcement agents/activities at the local, 
state, tribal, or territorial level. 


The consequences associated with the 
implemented policy should be decided in 
conjunction with a diverse array of community 
leaders, as well as law enforcement, the health 
department, social services, judicial system, code 
enforcement, planning department, and local and 
state alcohol regulatory bodies (such as alcohol 
beverage control entities). Consequence options 
may include drug courts, tribal wellness courts, 
local drug courts, and victim restitution or other 
restorative justice programs. This language should 


be built into the policy itself when drafted. 


The Alcohol Policy Information System 
provides useful background on enforcement 
activities and measures, and SAMHSA’s Report 
to Congress on the Prevention and Reduction of 
Underage Drinking tracks each state’s alcohol 
policy enforcement efforts—this information 
can be helpful when drafting the enforcement 
component of any policy. 


Industry Influence 
Consideration: 


The alcohol industry may try to influence policy 
based on economic interests.'** For example, 

in 2020, the alcohol industry spent around $30 
million on lobbying at the federal level, with two 
companies accounting for almost one-third of the 
total expenditures.'** The industry has also funded 
research and provided funding for interventions 
with minimal, if any, public health impact.'*° 


At the community level, the alcohol industry 

is often a vocal minority of bar and restaurant 
owners, breweries and wineries, and alcohol 
retailers and distributors. These businesses are 
often represented by broader trade organizations 
with funding from larger alcohol corporations,'*° 
and maintain a presence in local, state, tribal, 
and territorial government offices and at 
regulatory meetings about potential policies. 


Jurisdictions with less regulatory authority and 
controls may be more susceptible to industry 
influence because of economic factors, which 
are often a higher legislative priority than public 
health and safety.'** Many policies implemented 
to prevent alcohol misuse are done so by state 
and local jurisdictions, which can limit the 
impact of industry-sponsored lobbying efforts 
and help promote public health. 


Strategies: 


Local jurisdictions have the greatest 
opportunities to limit the impacts of industry 
influence, and efforts should be made to 
strengthen their authority as it pertains to 
regulatory authority. As state and community 
leaders, parents, and other stakeholders 
collaborate to pass and implement policies to 
prevent alcohol misuse, they must become aware 
of industry efforts to block such efforts and 
prepare counter-messaging to gain support for 
public health policies. 
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e Acomprehensive policy should also include 
media campaigns that promote messages to 
counter industry influence and reach youth who 
are most susceptible to such influence. Various 
anti-tobacco media campaigns, at both state and 
national levels, provide models for this kind of 
messaging. !87-188 

e Establishing conflict of interest policies that 
prohibit the formation of partnerships and 
funding mechanisms among alcohol regulatory 
bodies, prevention coalitions, and other 
organizations working in the policy space 
can reduce industry influence on policy and 
rulemaking around these issues. Additionally, 
bodies that create, implement, or enforce alcohol 
policies could be required to include public 
health representatives, to ensure they consider 
research and science in policy discussions. 


Implementation Guides 
and Manuals 


Policy implementation is complex, and detailed guidance 
for implementing alcohol policies is limited. Below 

are several tools and resources to help stakeholders 
implement the policies described in Chapter 2, with 
implementation guides specific to those policies included 
where possible. The list also incorporates resources 

that provide general public health guidance, as many of 
the recommendations and suggestions tailored to other 
health topics are also relevant to alcohol policy. 
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Regulating Alcohol Prices 


e The Community Anti-Drug Coalitions of 
America (CADCA), in partnership with the 
Center for Science in the Public Interest, created 
a Strategizer on Increasing Alcohol Taxes to 
Fund Programs to Prevent and Treat Youth- 
Related Alcohol Problems, to help coalitions and 
communities implement alcohol taxes. 


e The Center on Alcohol Marketing and Youth 
(CAMY) created a tool for states to analyze 
the effects on consumer costs and job impacts 
from a tax increase, with numerous options for 
customization. 


e ChangeLab Solutions created frequently asked 
questions specific to alcohol taxes. 


e The Alcohol Policy Research Center has 
a resource explaining alcohol compliance 


checks that includes tips and suggestions for 
successfully engaging in this practice. 


Regulating Retailers 


e CDC published a Guide for Measuring Alcohol 
Outlet Density and an Alcohol Outlet Density 
Surveillance Toolkit. 


e CADCA, in collaboration with CAMY, created 
a Strategizer on Regulating Alcohol Outlet 
Density and another on Dram Shop Liability for 
local communities. 


e Ventura County Behavioral Health Department 
(Alcohol and Drug Programs) published Best_ 
Practices in Municipal Regulation to Reduce 
Alcohol-Related Harms From Licensed Alcohol 
Outlets. 


e ChangeLab Solutions produced frequently asked 


questions documents on local authority to regulate 
alcohol outlet density and on dram shop liability. 


Tools to Conduct Strengths/Needs 
Assessment 


e The National Highway Traffic Safety 
Administration published a Community How- 
To Guide on Needs Assessments and Strategic 
Planning specific to reducing underage drinking. 


e The Public Health Institute created a detailed 
guide on how to conduct needs assessments 
across a variety of health topics, titled Best_ 
Practices for Community Health Needs 
Assessment and Implementation Strategy 
Development. 
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The Rural Health Information Hub provides 
information on how to conduct a needs 
assessment in rural settings. 


CADCA’s Primer on Community Assessments 
includes information on collecting data, 


analyzing issues, and creating a plan for change. 


This journal article describes strategies that 
activists have used to reduce alcohol-related 
harm and advance social justice. 


Resources to Support Policy Interventions 


The Southeast Prevention Technology Transfer 
Center created a guidebook on Implementing 
Policy to Prevent Alcohol, Tobacco, and Other 
Drug Misuse that includes a 10-step policy 
process. 


CAMY created a preemption tool to help 
communities determine their state’s preemption 
level. 


ChangeLab Solutions conducted legal research 
on the status of state preemption laws. 


CADCA created a webpage on policy 
communication and the legislative process, 
including a briefing on the legislative process 
and tips for talking to stakeholders. 


The World Health Organization created a tool 
for measuring alcohol policy implementation 
that may be translatable to states and localities. 


The Campaign for Tobacco-Free Kids developed 
toolkits for media and policy campaigns; state 
and local governments can use these toolkits. 


The Network for Public Health Law identifies 
policy approaches that will advance the goals of 
an organization or community and has a series 
of resources on preventing substance use and 
making healthier communities. 
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The PTTC Network has an abundance of 
substance use prevention resources and tools, 
including webinars and trainings. 


The CDC Alcohol Program has factsheets on 
many topics, including binge drinking, cancer, 
drinking and driving, and pregnancy. 


The Center for Advancing Alcohol Science 
to Practice provides technical assistance and 
resources for advancing evidence-based, 
population-level alcohol policies. 


The Alcohol Policy Information System 
maintains an updated list of whether localities 
have authority to regulate alcohol sales within 
each state, as well as a detailed inventory of 
most of the alcohol policies currently in place at 
the state level. 


The Partnership to End Addiction created an 
Advocacy Toolkit, which provides tips on 
building relationships and communicating with 
policymakers at the federal, state, territorial, 
tribal, and local levels. 


The Alcohol-Related Disease Impact (ARDI) 


Application provides national and state estimates 
of alcohol-related health impacts, including 
deaths and years of potential life lost. 


The Northwest PTTC created an Alcohol 
Awareness Toolkit to raise awareness about 
alcohol-related harms and the importance of 
strong alcohol policies. 
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CHAPTER 


A 


Examples of Policies to 
Prevent Alcohol Misuse 


This chapter highlights three examples of different 
policies and regulations enacted at both the state and 
local levels to prevent alcohol misuse in different 
communities. These examples illustrate the importance 
of advocacy and community involvement in developing 
policies and regulations and how the development and 
capacity building of community organizations facilitate 
actionable change. 


e The first case example, Miami Gardens, 
Florida, describes a coalition-driven initiative 
implemented to reduce alcohol consumption 
associated with crime and a high risk of harm 
and to address inequitable alcohol marketing 
practices. 


e The second example, the state of Oregon, 
explains how the state’s regulatory agency 
instituted a minimum pricing policy on distilled 
spirits to reduce alcohol misuse, particularly 
among those who drink the most, to make a 
positive impact on public health and reduce 
alcohol-related harm. 


e The third example, Baltimore, Maryland, 
illustrates how community collaboration and 
advocacy led to legislation that limits alcohol 
sale hours in a defined geographic area by using 
a data-driven approach that addressed public 
safety issues in and near off-premises alcohol 
establishments. 
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Policies Described in Chapter 2 
e Regulating alcohol outlet density 

e Minimum legal purchase age 

e Limiting days and/or hours of sale 

e Increasing alcohol taxes 

e Minimum pricing 


e Limiting price promotions 


Each case example differs from the others in terms of 
context, policy or regulation, and adaptions made to 
meet the needs of the community. The examples only 
highlight key components of the policy or regulatory 
action process—they are not meant to be exhaustive 
narratives of a community’s policy planning and 
implementation processes. Additional information can 
be found in the “Related Resources” section of each case 
example. 


Specific information about the policies and regulations 
presented in this chapter was gathered from experts and 
through an environmental scan of policies, regulations, 
resources, and publications from state and federal 
government agencies and nonprofit organizations. 
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Reducing Alcohol Consumption Associated with Alcohol-Related Harm and Crime 


Miami Gardens, Florida 


Setting 


The Live Healthy Miami Gardens (LHMG) Initiative and its Alcohol, Tobacco, and Other Drugs (ATOD) Sub-Council 
is a partnership of 100 organizations and residents working together to develop and implement effective community- 


level health strategies that improve health outcomes in the City of Miami Gardens, Florida. Miami Gardens is the third 
largest city in Miami-Dade County, with more than 105,000 residents."® It is a diverse, working- and middle-class 
community, where approximately 71 percent of residents identify as African American and 26 percent as Hispanic.'® 


Issue 


The rates of alcohol sales to minors, illegal after-hours sales, and police calls for service to alcohol retailers and 
surrounding areas, coupled with the negative impacts of alcohol use on youth and neighborhoods, caused concern 
among residents and law enforcement officials. During 2018 and 2019, more than 30 percent of off-premises alcohol 
retailers sampled sold alcohol to underage decoy shoppers and more than 90 percent sold alcohol products after 
hours, both in violation of state and local laws. Research conducted by the ATOD Sub-Council identified concerns with 
predatory marketing practices that specifically targeted communities of color in Miami Gardens. In addition, LHMG 
documented that the marketing and sale of alcohol products with high risk of alcohol-related harms in their community 
was disproportionately high compared to surrounding towns. An assessment found that 71 percent of retailers carried 
a large volume of high-content alcohol products, compared to 12 percent in a predominantly White neighboring town, 
and that the types of products also varied at stores operated by the same retailer in different neighborhoods. For 
example, the same pharmacy chain sold and promoted alcohol products with a high risk of alcohol-related harm in 
Miami Gardens, but not in the neighboring White community. Even within Miami Gardens, the LHMG Initiative found 
higher risk alcohol practices and products in lower income sections of the city compared to higher income sections. 


Solution 


LHMG organized community support to change the alcohol environment in the city. After years of building a coalition 
to assess the alcohol risk environment and explore the inequities present in their community, the LHMG Initiative 
worked with the Miami Gardens City Council to develop new policies and enforcement procedures based on local 
research and observations. The Miami Gardens City Council decided to enforce various ordinances more diligently 
and revise existing protocols. These ordinances included: 


e Sign ordinance limiting window space dedicated to promotional materials: the total area of all signs affixed or 
displayed in windows shall not exceed 20 percent of the window area, up to a maximum of 40 square feet. 


e Local ordinance requiring all outlets selling beer and wine to ensure the sale of these products will make up no 
more than 15 percent of a store’s gross receipts and that merchants must comply with the existing sign ordinance. 


e Local ordinance that alcohol may not be sold between midnight and 6:00 a.m. 


The Miami Gardens City Council also adopted three new ordinances: 


1. Set of nuisance standards on existing and new alcohol outlets to reduce the negative impacts of nuisance and 
criminal activity in areas surrounding retailers. 


2. Ordinance that requires establishments to lock coolers containing alcohol after midnight if the floor area of the 
outlet is less than 500 square feet. 


3. Ordinance that requires establishments to move coolers and ice bins containing alcohol at least 20 feet from the 
register. 


Intervention 
Policy development occurred in three phases: readiness, research, and development. 
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Reducing Alcohol Consumption Associated with Alcohol-Related Harm and Crime 


Miami Gardens, Florida 


e Phase 1: Readiness focused on developing community readiness, obtaining stakeholder buy-in, establishing 
interest and capacity, securing resources, and cultivating relationships with state officials and senior city staff and 
department heads in Miami Gardens, such as those in code and law enforcement. The effort began in 2004 and 
took more than a decade to achieve its goal of community readiness. 

e Phase 2: Research, from 2017 to 2019, conducted information gathering and data collection to identify the nature 
of the alcohol problems in the city, which resulted in potential policies and strategies to address them. 

e Phase 3: Development, from 2019 to 2021, prioritized revising existing ordinances and enforcement protocols, 
developing new policies, and leveraging connections and relationships to enforce existing policies and strategies. 


Phases 1 and 2 (activities conducted in 2004—2019) cost approximately $500,000. Phase 3 (2019-2021) cost 
approximately $100,000. The three phases included building a coalition, training staff on environmental strategies, 
collecting data to understand the scope of the problem, educating and organizing staff and community members, and 
adopting policies addressing the retail environment, to reduce nuisance behavior and violence. Policy development 
was supported by grants from the Health Foundation of South Florida, a philanthropic nonprofit agency focused 

on policy and system changes that improve the health of South Florida communities. Federal, state, and local 
government agencies provided funding to support early phases of implementation. 


At the time of this guide’s publication, all phases of policy development and passage were complete, and work was 
underway to implement the policies. 


Outcomes and Other Benefits 


e The policy process in the City of Miami Gardens included the revision and enforcement of existing policies, as 
well as the development of new policies, which arose out of work conducted over a decade in the community. 
Through their work, LHMG successfully reframed alcohol consumption as a public health issue in the City of 
Miami Gardens. 

e Research suggests that city-level restrictions on the sale of high-alcohol content beverages result in reductions in 
crime, like assaults and vandalism, and can reduce alcohol retailers’ risky alcohol-related operating practices.®”** 
In Miami Gardens, additional laws and better enforcement of existing laws can significantly reduce access to 
these products. 


Lessons Learned 


e Coalition Development: Policy development can take considerable time. Forming a coalition solidifies 
community commitment and maintains engagement throughout this process. A coalition will also serve as a 
community resource, as members become experts on alcohol policy through the work they are doing, ultimately 
providing a forum for solving other community-level problems. 

e Relationship Building and Stakeholder Buy-in: LHMG established relationships with state and local officials, 
which helped to ensure that new policies were sensitive to the roles and interests of code enforcement, law 
enforcement, and the state (including alcoholic beverage control and the health department). Because of these 
relationships, key stakeholders viewed the coalition as a valued member of the community, which fostered 
collaboration based on mutual trust. 

e Data-Driven Approach: LHMG modeled local data collection on national research on alcoholic beverages 
with a high risk of alcohol-related harm, alcohol outlet density, and marketing practices. When these national 
data were compared to conditions in the local community, they provided additional context that helped explain 
local observations. This context facilitated buy-in by and collaboration of some stakeholders, including law 
enforcement. 


Related Resources 


e Live Healthy Miami Gardens 
e LHMGATOD Sub-Council 
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Implementing a Minimum Pricing Policy Through Regulatory Action 


State of Oregon 


Setting 


Established in 1933 as a state agency, the Oregon Liguor and Cannabis Commission (OLCC, formerly called the 
Oregon Liquor Control Commission) regulates the sale and service of distilled spirits and the production, processing, 
and sale of both medical and non-medical cannabis products.'*' The purpose of the OLCC is to support businesses, 
public safety, and community livability through education about and enforcement of liquor and cannabis laws. 


Issue 


Alcohol misuse is a substantial issue in Oregon. In 2020, the state ranked sixteenth in the nation for per capita alcohol 
consumption, according to a report published by the National Institute on Alcohol Abuse and Alcoholism;'” and in 
2020, data from SAMHSA's National Survey on Drug Use and Health found that 12 percent—nearly one in eight—of 
Oregonians aged 12 and older had an alcohol use disorder, the sixth highest rate in the country.'® In addition to high 
rates of alcohol misuse, in 2020, Oregon had the greatest proportion of individuals in need of substance use disorder 
treatment but who did not receive it, compared to all other states.1** Excessive alcohol use has had a negative effect 
in Oregon, costing the state $4.8 billion in 2019— approximately $1,100 per person.'® Most of this cost was due to 
lost earnings for businesses and employees, and nearly 15 percent resulted from hospitalizations and other care 
related to excessive alcohol use. 


Solution 


Recognizing rising rates of alcohol misuse and related harms in the state, the OLCC proposed a minimum pricing 
policy that balances public health and business interests.'?° OLCC developed the policy with input from stakeholders, 
including public health agencies (such as the Oregon Health Authority), alcohol manufacturers and retailers, alcohol 
licensees (e.g., restaurants, bars), advocacy organizations, and the public. The policy provides a “floor” price for 
distilled spirits, but beer and wine are excluded. This policy increased the cost of high-proof, formerly low-priced 
spirits. All products that contain a high percentage of alcohol are subject to the floor pricing policy, resulting in higher 
prices for products with a greater alcohol content. For example, the minimum price for a 750 ml bottle of 80-proof 
spirits was set at $8.95, with higher minimum prices for larger bottles or higher-proof liquors. Once developed, 
OLCC implemented the policy through regulatory action, not legislation. It is important to note that this rule could 

be implemented because of OLCC’s control over distilled spirits. States, counties, tribal nations, or territories with 
different alcohol control systems may need to seek alternative mechanisms to implement a minimum pricing policy. 
After monitoring the policy for a year, the OLCC will review it to determine whether to adjust minimum prices, based 
on factors like the current market and inflation. 


Intervention 


OLCC’s goal of reducing liquor consumption by heavy and binge drinkers drove development of the minimum pricing 
policy structure. With that goal in mind, the OLCC began to research regulatory actions that would align with public 
health and prevention objectives, as well as create revenue for the state. OLCC identified and discussed additional 
options, such as ceiling pricing and quantity limits, and conducted a SWOT (strengths, weaknesses, opportunities, 
and threats) analysis for each option identified. Throughout the development of the policy, OLCC collaborated closely 
with stakeholders to ensure the final regulatory action represented the interests of all parties and that the formula for 
pricing was fair and consistent with the original goal. 


The identification-to-implementation process took 18 to 20 months to complete. Work began in early 2020, and 
consisted of strategy development, stakeholder identification, and compilation of resources. The first public notice 
was published in January 2021, and the policy went to the commission for verbal testimony in April 2021. Once these 
processes were complete, OLCC passed the regulatory action in July 2021, and it took effect in October 2021. OLCC 
staff developed the policy as part of their normal work, so there was no additional cost associated with this policy 
beyond staff time, which is funded by the state budget. 
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Implementing a Minimum Pricing Policy Through Regulatory Action 


State of Oregon 


Outcomes and Other Benefits 


e The regulatory action affected the price of approximately 112 alcohol products sold in Oregon, and the OLCC 
expects a 0.5-percent reduction in overall demand for alcohol.'®” 

e Implementation of this regulatory action will raise revenue while reducing alcohol-related harms. Research 
suggests that an increase in the price of alcohol is associated with reductions in alcohol misuse, underage 
consumption, and alcohol-related harms.°° There is also evidence to suggest that increasing the price of alcohol 
will reduce health inequities among different income groups. '°” 

e As the state of Oregon receives revenue from the sale of distilled spirits, OLCC estimated that the General Fund 
would increase by $7.5 million between 2021 and 2023 as a result of the higher prices required by the policy.19” 


Lessons Learned 


e Collaboration: Working with various stakeholders was vital to ensure that the final regulatory action aligned with 
their interests. Stakeholders included representatives from the alcohol industry, industry groups, alcohol licensees 
(e.g., restaurants, bars), alcohol manufacturers and suppliers, retail liquor agents, public health stakeholders 
(such as the Oregon Health Authority), and the public. OLCC also received support from the State of Oregon 
Public Health Division, the Oregon Health Authority, and the Oregon Alcohol and Drug Policy Commission, all of 
whom sent letters of support for this regulatory action. 

e Options: OLCC researched different policy options with the potential to produce the desired outcomes. They 
then approached their partners with the options—a key step that was instrumental in maintaining momentum and 
interest. 

e Advocacy: The Alcohol and Drug Policy Commission and community advocacy groups were eager for additional 
action that addresses the high alcohol and other drug use rates in Oregon. In fact, the Commission’s 2020-2025 
strategic plan included language to increase the price of alcohol, and a 2021 bill introduced in the Oregon House 
would have raised alcohol taxes. These efforts, along with many others, helped create an environment that 
supported the OLCC effort to pass the above regulatory action. 


Related Resources 
e Oregon Liquor Control Commission 


e OLCC Price Floor Summary 
e Oregon Recovers 
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Baltimore City Council — Limiting Hours of Alcohol Sales 


Baltimore, Maryland 


Settings 

As the legislative branch of the state’s government, the General Assembly of Maryland is responsible for representing 
constituents, passing laws, managing revenue and funding, and overseeing executive agencies. The Assembly 
includes a 47-member Senate and a 141-member House of Delegates, with 1 senator and 3 delegates representing 
each of the state’s 47 legislative districts. The 45" legislative district is in the city of Baltimore and is home to 
approximately 115,000 people. As of 2018, the population of the 45" legislative district is approximately 73 percent 
Black, 20 percent White, and 7 percent other races; roughly 3 percent identify as Hispanic. The median household 
income in the district is $39,600, with more than 20 percent of the population living at or below the poverty level.19819° 


Issue 


In one neighborhood of the 45" legislative district in Baltimore, political representatives and community members grew 
increasingly concerned with the number of fatal and non-fatal shootings. In October 2019, there were two shootings 

in a single week in one retail alcohol establishment, prompting concern among residents and local officials. State 
legislators met with local officials and law enforcement and learned that in the previous three years 29 shootings had 
occurred in front of that establishment or within 500 feet. 


Upon learning this fact, legislators and other officials collaborated with the Baltimore City Police Department and 
examined data related to gun-related violence in this neighborhood to assess the extent of violence. Police data 
showed that one neighborhood in the 45" legislative district was experiencing high rates of gun violence directly 
outside of off-premises alcohol outlets in the area. Data revealed that there were more than 20 alcohol establishments 
within a one-mile radius, and that at least 3 shootings had occurred in or around each establishment during the past 
three years—for a total of 130 shootings and 68 homicides. Most of these crimes occurred between the hours of 
10:00 p.m. and 2:00 a.m. 


Solution 


In Maryland, the state legislature regulates much of local alcohol availability, but legislators traditionally defer to 

local representatives regarding these decisions. Senator Cory McCray, who represents the 45" legislative district, 
introduced legislation to reduce crime and violence occurring at and around off-premises alcohol outlets in the 
neighborhood. The legislation limited the hours of alcohol sales in a defined geographic area of Baltimore City, 
drawing on evidence that such limits reduce alcohol-related harms, including homicides and other crimes. Specifically, 
the state passed legislation restricting “taverns” in this area to limit alcohol sales from 9:00 a.m. to 10:00 p.m. A 
tavern, the most common license category in Baltimore, is an establishment that is permitted to sell for both on- and 
off-premises consumption. Outside this defined geographic area, Baltimore City allows taverns to sell alcohol from 
6:00 a.m. to 2:00 a.m., unless otherwise stated. 


Intervention 

The Senate introduced the legislation on January 31, 2020, and the language was ultimately included in House Bill 
954, which went into effect on July 1, 2020. Once in effect, alcohol retailers needed to be notified about the change in 
law. Additionally, enforcement was needed to ensure retailers were following the new law. The Liquor License Board is 
the agency primarily responsible for enforcement, with additional support from the Baltimore City Police Department, 
as needed. A financial review of the new policy found that there was no extra cost to the state or Baltimore City, which 
had the necessary resources for enforcement of this new policy. 


Since the legislation passed, legislators meet with the Baltimore City Police Department once a month to monitor 
the data related to violent crime and make sure that the city is meeting its goal of reducing gun violence in the 
neighborhood. 
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Baltimore City Council — Limiting Hours of Alcohol Sales 


Baltimore, Maryland 


e The legislation took effect on July 1, 2020, and in the first 30 days after the legislation took effect, only 3 of 
the more than 20 affected establishments failed to comply with the new regulations. Two months after the 
legislation went into effect, officials observed a 50-percent reduction in homicides and violent crime near these 
establishments during the hours they were closed, compared to the same month in the previous year (i.e., 
comparing September 2019 to September 2020).7°° During the same time period, there were 34 fewer homicides 
within 500 feet of an alcohol establishment. 

e Subsequently, the General Assembly passed similar laws to limit the hours of alcohol sales in Baltimore 
neighborhoods within the 40" and 41* legislative districts. 


e Data-Driven: The data provided by the Baltimore City Police Department clearly showed an association between 
the rates of violent crime and number of alcohol establishments in the neighborhood and their hours of sales. 
Collecting and analyzing data to support legislative interventions and continuing to assess the influence of the 
legislation on outcomes were critical. 

e Buy-in from Legislators: Though there had been coalitions advocating for a focus on alcohol and violence 
throughout Baltimore for years, it was difficult to create new policies until support was received from legislators 
and local officials. Through the work of legislative champions, the bill received support from the Baltimore City 
Police Department and local officials and legislators, who prioritized the issue and directed public resources 
towards its implementation. 

e Collaboration: State legislators, local officials, and community members worked together to find approaches 
that would address violent crime, leading to a solution that improved both public health and safety. This example 
showed that community members have a responsibility to work together to create positive change that improves 
the health and safety of their neighbors. 
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CHAPTER 


Guidance and 
Resources for Policy 
Evaluation 


The primary purposes of evaluating public health 
interventions are to:°! 


e Assess implementation: Was the intervention 
implemented as intended and what factors are 
influencing the intervention’s success? 


e Determine effectiveness: Did the intervention 
achieve its goals and objectives and expected 
outcomes? Were there any unintended 
consequences of the policy? 


e Assess attribution: Did the intervention cause 


or contribute to progress on goals and objectives, 


or are other interventions and environmental or 
organizational factors also affecting outcomes? 


A policy evaluation answers critical questions about 
whether an intervention is producing the intended 
outcomes, and why or why not. Evaluation can show 
how a policy benefits individuals and communities 
and provide evidence of its effectiveness.°” Evaluation 
results may be helpful in ensuring sustainability of 
the implemented policy as well as in implementing 
future alcohol-related policies. In addition, 
practitioners can use these results for dissemination 
and to encourage adoption of successful interventions 
in other communities. Conducting an effective 
evaluation requires considerable technical expertise, 
and communities should consider working with an 
experienced evaluator to help collect and analyze 
data, potentially from local universities or consultants 
with the necessary technical skills to conduct policy 
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evaluations. In planning interventions, communities 
should also consider the results of interventions 
designed to address similar problems in other 
communities. 


This chapter presents an overview of approaches 

to evaluate the implementation and outcomes of 
interventions to prevent alcohol misuse, starting with a 
framework to ensure that individuals and organizations 
conduct evaluations with equity in mind. It concludes 
with specific evaluation resources, including potential 
outcomes to track and how to use evaluation findings. 


Culturally Responsive 
and Equitable Evaluation 
(CREE) 


As described in Chapters | and 2, alcohol misuse 

and related harms affect populations differently. 

When evaluating the effects of policies to prevent or 
reduce alcohol misuse, it is important to ensure that 
they are not benefiting or harming one community or 
population more than another. Equitable evaluation is 

a culturally responsive evaluation method that does not 
consider culture as a subjective factor that needs to be 
controlled;* instead, it explicitly acknowledges culture 
and context when assessing policy effectiveness. 
Equitable evaluation relies heavily on engaging the 
very participants who are affected by and responsible 
for implementing the policy and from whom evaluation 
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Expanding the Bench Initiative defines Culturally 


Responsive and Equitable Evaluation (CREE) 
as “evaluation that incorporates cultural, 


structural, and contextual factors (e.g., historical, 
social, economic, racial, ethnic, gender) using 

a participatory process that shifts power to 
individuals most impacted. CREE is not just 

one method of evaluation; it is an approach 

that should be infused into all evaluation 
methodologies.” 


data will be collected. According to the Equitable 
Evaluation Initiative (EEI),’™ evaluation efforts should 
be in service of equity, and evaluators should consider 
the following while developing their approach: 


e Diversity of their evaluation teams, including 
cultural backgrounds, disciplines, beliefs, and 
lived experiences 


e Degree to which communities have the power to 
shape and own the evaluation 


e Cultural appropriateness and validity of 
evaluation methods, such as including language 
that represents diverse populations, developing 
evaluation materials that are clear and have 
accessible readability levels, and using data 
collection methods that are responsive to cultural 
differences 


e Ability of the evaluation design to reveal 
structural and systems-level drivers of inequity 
(present-day and historical), such as ensuring 
that qualitative data are a key component 
of the evaluation design to give members 
of all populations an opportunity to identify 
how the policy affects different racial/ethnic 
communities, geographic neighborhoods, and 
socioeconomic classes 


Types of Evaluations and 
Study Designs 
Individuals and organizations should start their evaluation 


activities during the policy planning process. There are 
four basic types of evaluation, as follows: 


1. Formative evaluation assesses the readiness of 
an organization or community to implement 
the intervention, articulates a theory of change 
(often illustrated in a logic model), and 
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determines the extent to which evaluators can 
assess an intervention’s implementation and 
outcomes.”*> Communities and organizations can 
also use formative evaluation findings to adjust 
the intervention to achieve desired results. 


Process (implementation) evaluation collects 


data about an intervention’s implementation. 
This type of evaluation enables program 
managers and policymakers to assess whether 
they have implemented the intervention as 
planned (fidelity), and whether and to what 
extent it reached the intended audience. Process 
evaluation may continue while conducting an 
outcome or impact evaluation. 


Outcome evaluation collects baseline data 

and data at defined intervals (e.g., monthly, 
annually) during and after implementation 

of the intervention to assess both short- and 
long-term outcomes related to the targeted 
behaviors. These outcome data provide program 
managers and policymakers with information 
to assess changes or improvements in attitudes 
and behaviors that can be associated with 

the intervention, as well as any unintended 
outcomes. 


Impact evaluation assesses an intervention’s 
effectiveness in achieving its ultimate goals. 
Impact evaluations determine whether, 

and sometimes to what extent, the newly 
implemented intervention led to changes in 
indicators. Conducting impact evaluations of 
policy implementation can be challenging; 

it often takes many years to see changes in 
behavior that may be associated with policy 
change, during which time other factors can 
also influence the behaviors and outcomes 

the intervention targets. Impact evaluations 
typically require either comprehensive data 
collected before policy passage to do a pre/ 
post comparison, or data from a similar 
jurisdiction that has not implemented the policy. 
Stakeholders and funders should be aware that 
an impact evaluation of the policy may not 

be feasible without substantial funding and 
technical expertise. 
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Each of these evaluation types is useful in judging 

an intervention’s effectiveness in preventing alcohol 
misuse. However, when considering policy evaluation, it 
is important to remember there is rarely a concrete end 
date—the outcomes from a policy may not be observed 
for years, and the timeline for short-term outcomes (e.g., 
reductions in the number of alcohol outlets) may differ 
from that of longer-term outcomes (e.g., reductions in 
problem drinking). Both qualitative and quantitative 
methods, including community-based participatory 
approaches, are important when evaluating policies. 
Collection of baseline data, or data from before the 
policy was implemented, is critical across evaluation 
types. Communities and organizations should ensure 
they identify and collect data at the beginning of any 
policy process and then continue collecting those data as 
described below. 


Evaluation Plans 


CDC identified six key steps to policy evaluation that 
practitioners should consider at the beginning of any 


evaluation and include in an evaluation plan:*” 


1. Engage stakeholders: Multiple stakeholders 
with diverse backgrounds should be involved 
in the evaluation. Stakeholders may include 
policy experts, evaluation experts, subject matter 
experts, people with lived experience, those 
implementing the policy, and those affected by 
the policy, such as community members. 


2. Describe the policy: Regardless of the type 
of evaluation conducted, it can be helpful for 
practitioners and stakeholders to develop a logic 
model that articulates the components of the 
policy they are evaluating, what the intended 
outcomes are, and how they hypothesize it will 
achieve the intended impact. Communities and 
organizations should consider the unintended 
consequences of the proposed policy and how 
it may affect different groups because of their 
social identities (e.g., race/ethnicity, age, sexual 
orientation, ability). A Community Anti-Drug 
Coalitions of America (CADCA) primer on 
developing logic models may be found here.” 


3. Focus the evaluation design: As described 
above, communities and organizations can 
conduct several types of evaluation. It may be 
necessary for organizations to conduct multiple 
evaluations to understand fully how jurisdictions 
implemented a policy and what the outcomes 
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were. Once the organization or coalition has 
selected the types of evaluation to conduct, it 
is necessary to identify evaluation questions 
and determine meaningful indicators (more 
information on this subject is provided below). 


Gather credible evidence: There are five 
questions that can help guide a data collection 
plan: 1) What do you need to know to answer 
your evaluation questions? 2) In what timeframe 
will you collect data, and how often? 3) What is 
your budget, and what is your staff capacity to 
collect data? 4) Are there ethical considerations, 
such as anonymity or privacy, that affect your 
data collection? and 5) Are the data reliable and 
valid? 


Justify conclusions: Once results are available, 
the team should present them in a way that 

is meaningful and understandable to the 
audience(s)— policymakers, health departments, 
and/or the community at large. Stakeholders 
identified earlier in the evaluation process 

should have an opportunity to provide guidance 
and input on data interpretation. Coalitions 

and organizations should consider using this 
opportunity to look at and present the data 
through an equity lens, analyzing outcomes by 
different subpopulations the policy may affect 
(e.g., different racial/ethnic groups, populations 
with different socioeconomic characteristics, 
different age groups). During this phase, it is 

also valuable to compare the results with other 
evaluation findings and consider alternative 
explanations for the findings that those critical of 
the policy may find fault with. 


Ensure use and share lessons learned: 
Coalitions and organizations can use evaluation 
results both internally (for continuous feedback 
on policy implementation) and externally (to 
provide information on the effectiveness of the 
policy, increase the evidence base, increase 
awareness about the policy, or justify the policy’s 
continued existence and/or expansion to other 
jurisdictions). For each audience, coalitions 

and organizations should consider detailing 

what the communication objectives are, how to 
communicate the results, and what is the key 
focus. Other considerations specific to the target 
audience include what their priorities are, whether 
background information is needed, and how much 
time the audience will be given to review results. 
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Outcomes Given changing patterns of alcohol misuse, there are 
several key data elements that communities need to 
An important, but often challenging, step in collect to understand alcohol misuse prevention and 
implementing policies is determining whether they reduction efforts. Stakeholders working to prevent 
have produced desired outcomes. An outcome is alcohol misuse among youth and adults should: 


the actual change resulting from an intervention’s 
implementation. Implementers may see short-term 
outcomes of a policy immediately, such as changes 
in knowledge, beliefs, or perceptions, or reductions 
in the number of alcohol licenses given or reduced e Examine how retailers are marketing alcohol 
monthly alcohol sales. Long-term outcomes include products in their community to understand the 
change in behavior at both individual and population potential impact of future policy 


e Collect data on existing policies at the national, 
state, local, tribal, and/or territorial levels 
(depending on the scope of the policy) 


levels, including reductions in initiation and prevalence e Track patterns of alcohol misuse in populations 
of alcohol misuse, and changes at the system level, at high risk, such as by race/ethnicity, gender 
such as reduction in alcohol-related healthcare costs. identity, and sexual orientation 


Collecting data on the patterns of alcohol misuse, 
including who is misusing alcohol, what products 
they are using, and how they are using them, will help 
communities conduct their regular needs assessments, 
as described in Chapter 3. 


Below is a list of potential outcomes, illustrative 
outcome indicators, and data sources that communities 
and organizations may use to evaluate policies to prevent 
alcohol misuse among youth and adults. 


Outcome Illustrative Indicators Illustrative Data Sources 


Short-Term Outcomes 


Change in knowledge of Level of perceived harm of alcohol products | Monitoring the Future Survey 
the harms of alcohol use, | among youth, young adults, and adults 
strengthened social norms 


Change in perceived Proportion of youth (12-17) who National Survey on Drug Use and Health 
social norms about alcohol | overestimate the alcohol use rate among 

behaviors their peers 

Changes in policy and Proportion of jurisdictions with public State or local policy tracking systems 
enforcement efforts policies that establish a fee on each alcohol 


product sold 


Proportion of jurisdictions with 
comprehensive policies that require retail 
licenses to sell 


Enforcement intensity measured 
by citations/warnings given to retail 
establishments 


Local or state law enforcement or licensing 
entities maintaining citation data 


Change in price of alcohol | Amount of alcohol product taxes and fees NIAAA Alcohol Policy Information System, 
products local or state agencies responsible for 
collecting alcohol taxes (e.g., alcohol 
beverage control organizations, departments 
of revenue) 


Change in availability of Density of stores selling alcohol products, Government bodies/organizations licensing 
alcohol products hours/days of sale alcohol retailers 

Change in exposure to Number and content of alcohol Media scans and tracking, surveys 

alcohol marketing advertisements 
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Outcome Illustrative Indicators 


Long-Term Individual-, Systems-, and Population-Level Outcomes and Impacts 


Illustrative Data Sources 


emergency department visits 


Change in initiation of Proportion of youth and young adults who National Survey on Drug Use and Health 
alcohol use report never having tried an alcohol product 

Change in alcohol use Prevalence of alcohol use among youth, National Survey on Drug Use and Health, 
prevalence young adults, and adults Youth Risk Behavior Surveillance System 
Change in sales of Fewer sales reported in a community Tax data, retail establishments 

alcoholic products 

Change in alcohol Reduction in number of alcohol outlets, Local or state alcohol license data 
availability limiting hours/days of sale 

Change in alcohol-related | Reduction in violence and crime, rates Law enforcement calls for service, health 
consequences of sexually transmitted infections, motor department surveillance, emergency 


vehicle crashes and fatalities, sexual assault, | departments, local surveys 


Potential Sources of Outcome Data 


Quantitative Data. Several publicly available 

datasets include quantitative measures on alcohol use. 
Communities wanting more localized data should 

look at the surveillance measures their county and 
state public health departments collect at the county 

or census tract level. Organizations or coalitions can 
also consider local surveys of schools or community 
members (either existing surveys or new ones created 
as part of the policy), as well as conducting mapping of 
alcohol establishments, collecting calls for service data 
from law enforcement, tracking alcohol establishment 
license data, and analyzing data on alcohol sales. 


Additional sources of data include hospitals and law 
enforcement, alcohol marketing (social media, retail 
signage, billboards, radio, and television spots), and 


observational assessments, such as environmental scans, 
which are particularly helpful in measuring changes in 
the retail environment. For example, an observational 
assessment could be conducted to determine whether 
alcohol advertisements are located in primarily lower- 
income neighborhoods, or near places with high youth 
traffic, such as schools or parks. Scans can also measure 
the number and type of products, advertisements, 

and other risk and protective factors in and around 
alcohol retailers. Communities should consider whether 
they can compare their data with data from a similar 
community, such as a city or county with similar 
characteristics, or with state averages. 
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Survey 
Characteristic 


Sources of National Data on Alcohol Use Among Youth and Adults 


National Survey on 


Drug Use and Health 
(NSDUH)** 


Monitoring the 


Future (MTF)?°” 


Youth Risk 
Behavior 
Surveillance 


System 
(YRBSS)?8 


Behavioral 
Risk Factor 
Surveillance 


System 
(BRFSS) 


National 
Health and 
Nutrition. 
Examination 


Survey 
(NHANES)?"° 


Sponsoring 
agency or 
organization 


Substance Abuse and 
Mental Health Services 
Administration 


National Institute 
on Drug Abuse 


Centers for 
Disease Control 
and Prevention 


Centers for 
Disease Control 
and Prevention 


Centers for 
Disease Control 
and Prevention 


Level of data 


National, state, sub- 


National, regional 


National, state, 


State, 


National 


available state regions district counties, and 
metropolitan/ 
micropolitan 
areas 
Type of survey Cross-sectional Cross-sectional Cross-sectional | Cross-sectional | Cross-sectional 


and longitudinal 


Mode of survey 
administration 


Combination of web- 
based interviews 

with questionnaires 
accessed over the 
internet and in-person, 
face-to-face audio- and 
computer-assisted 


School-based, 
self-administered 
questionnaire 


School- 
based, self- 
administered 
questionnaire 


Telephone 
survey 
administered by 
states 


Interviews 
and physical 
examinations 


interviews 

Ages/grades 212 years 8" and 10" gt_{2t" grades _ | 218 years All ages; 
grades (since however, data 
1991) and 12" on alcohol use 
grade (since is available only 
1975); 218 years for those 218 
to 60 years years 

Disaggregated Race/ethnicity; gender | Gender identity Race/ethnicity; | Race/ethnicity; Race/ethnicity; 

data that could identity; geographic gender gender identity; | gender identity 

be included ina breakdown identity; sexual | urban/rural 

CREE orientation status 


Qualitative Data. Throughout an evaluation, it is 
important to engage both those implementing the policy 
and those affected by it. Encouraging and collecting 

the voices of key stakeholders, through qualitative data 
collection via interviews or focus groups, provides 
necessary context and allows evaluators to gain a deeper 
understanding of the story behind the quantitative data 
collected. It is important to note that qualitative data can 
be used across all the evaluation types discussed above 
(formative, process, outcome, and impact). 


Evaluators can collect qualitative data from those who 
misuse alcohol, both initially to understand attitudes 
and perceptions of alcohol use, such as why and how 
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they use the product, and during and after policy 
implementation to understand what is and is not working 
from the perspectives of those who misuse alcohol. 
Evaluators can also interview the policy implementors 
to understand what is going well, as well as community 
members to ensure that the policy is being appropriately 
enforced and determine if changes need to be made. 

For example, if survey data show that an increase in tax 
policy is affecting one demographic group differently 
than others, focus groups may help stakeholders 
understand why these differences may be occurring. 
Additionally, these data can identify inequitable 
distribution of unintended consequences of a policy, so 
policymakers can create community solutions. 
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Discussions around policy implementation—in social 
media and in more traditional forms—can also facilitate 
evaluation of policy implementation and enforcement. 
Other methods include observational assessments, 
listening sessions, and open online forums for broader 
community feedback on policy consequences. Coalitions 
can also conduct media tracking to assess news coverage 
of the policy or review the types of alcohol advertisements 
present in their community (whether on social media, on 
television, in alcohol establishments, or elsewhere). 


Qualitative data collection efforts both at the beginning 
of any evaluation and at the end can help provide context 
for quantitative study findings.?"! 


Using Evaluation Findings 
Internally 


Coalitions can use data from a policy evaluation 
internally for process improvement, partner 
coordination, and celebration.?!” 


e Improvement: Organizations can use data 
as soon as they are collected for immediate 
monitoring and rapid assessment of policy 
implementation and outcomes. Qualitative and 
quantitative data allow coalitions and prevention 
practitioners to judge whether a policy is reducing 
alcohol misuse and other related outcomes, 
such as car crashes, and to assess if there are 
any unintended and inequitable consequences. 
Policymakers and implementers can then adjust 
the policy and/or how it is implemented.”°! 


e Coordination: Coalitions and prevention 
practitioners can also use data to coordinate 
with other community sectors. Findings from 
policy evaluations allow coalition members 
and stakeholders to understand what other 
communities are doing to address alcohol 
misuse, how this work may align with their own 
goals, and opportunities for collaboration.” 


e Celebration: Data collection and analysis 
allow coalitions, prevention practitioners, 
and communities to identify and celebrate 
successes during the policy process, which may 
occur even before a policy is implemented. 
Regular acknowledgement and celebration of 
accomplishments, whether big or small, are an 
important part of sustaining community and 
practitioner motivation.”” 
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Policy process successes could 
include: 


e Securing a meeting with a policymaker 


e Publishing an article in a news media outlet 
about alcohol misuse 


e Gaining new members and partners 


e Passing policy 


Using Evaluation Findings 
Externally 


The findings from a policy evaluation can be used 
outside of a coalition to ensure accountability and 
sustainability, in the following ways:?"” 


e Protection of Existing and Future Policies: 
Opponents may try to reverse the recently 
passed policy or find other ways to weaken it. 
Being able to provide data on the new policy’s 
positive effects is critical to ensuring the long- 
term viability of the effort. Additionally, these 
data can support the need for additional policies 
to prevent or reduce alcohol misuse. 


e Celebration: In addition to organizations and 
coalitions celebrating successes internally, 
sharing the successes of the policy process 
and changes in outcomes with the broader 
community is important so everyone is aware 
of the significance of the work and what these 
policies can or have accomplished. These 
celebrations can support the protection of 
existing and future policies, as discussed above. 


e Diffusion of Information: Other communities 
and states are often looking for examples of 
effective policies and policy processes as they 
address their own alcohol misuse issues. Creating 
infographics, data briefs, and publications 
about the policy and evaluation findings that 
can be shared with other coalitions, advocates, 
policymakers, and stakeholders can help support 
other communities in their prevention efforts. 


e Accountability: Coalitions rely on parties outside 
their organizations for support, such as volunteers, 
funders, community stakeholders, and lawmakers; 
sharing evaluation findings allows coalitions to 
remain accountable to these stakeholders. Those 
who contribute their time, money, creativity, and/ 


44 


or political support to the coalition will want 

to make sure the coalition’s work is helping to 
reduce alcohol misuse and related outcomes. 
Findings from policy evaluations allow coalitions 
and prevention practitioners to describe what 
contribution they are making to reduce alcohol 
misuse. Stakeholders will then know that they are 
supporting a coalition whose work is grounded in 
outcomes. 


e Sustainability: Addressing alcohol misuse 
requires consistent and long-term effort and 
collaboration from various stakeholders, such as 
volunteers, funders, and lawmakers. Information 
from policy evaluations can help to foster long- 
term support from stakeholders. Positive outcome 
data can also help coalitions assure stakeholders 
of the continued importance, effectiveness, and 
relevance of the implemented policies. 


These internal and external data-sharing activities are 
critical to ensuring the current and long-term success of 
not only the recently implemented policy, but also all 
future policies aimed at preventing alcohol and other 
drug misuse in the community. 


e Press releases 

e Guest opinion pieces (“op-eds”) 
e Town hall meetings 

e Social media postings 

e Presentations to the community 


e Recognition events 
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Evaluation Resources 
SAMHSA’s Strategic Pre 


and Selecting the Best _ i-cuidance ineindes 
assistance on how coalitions and prevention 
planners can evaluate programs and 


environmental strategies. 


CDC’s Introduction to Process Eval 1 focuses 
on Tobacco Use Prevention and Conte defines 
process evaluation and describes its rationale, 
benefits, key data collection components, and 
evaluation management procedures. Additional 
evaluat esources from CDC are abe 
available, including a a Het o} on Using E 


CADCA created an Evaluation Primer on 
Setting the Context for a Community Anti- 
Drug Coalition Evaluation, which specifically 


addresses coalition evaluation. 


The ha Institutes of Health has a 
n with tools and guidance for 


oer nT 
CDC’s Evaluating Violence 


es provides concrete sesonmnendations 6 on 
eraen i policy evaluations. 


The Rainbow Framework provides tools for the 
many ise and processes that individuals 
and organizations can use in monitoring and 
evaluation. 
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Glossary 


Alcohol misuse: A pattern of drinking resulting in harm to one’s health, interpersonal relationships, or ability to work. 
Alcohol misuse includes binge and heavy drinking, as well as underage drinking and drinking by pregnant people. 


Alcohol use disorder: A chronic medical condition characterized by an impaired ability to stop or control alcohol use, 
despite adverse social, occupational, or health consequences. 


Binge drinking: Consuming four or more standard drinks on an occasion for a woman, or five or more standard drinks on an 
occasion for a man. A standard drink is 12 fluid ounces of beer (5 percent alcohol), 8 to 9 fluid ounces of malt liquor (7 percent 
alcohol), 5 fluid ounces of wine (12 percent alcohol), or 1.5 fluid ounces of 80-proof distilled spirits (40 percent alcohol). 


Cisgender: Individuals whose current gender identity is the same as the sex they were assigned at birth. 


Community-based participatory approach: An approach that involves the engagement and equal participation of 
individuals affected by an issue or problem at hand and recognizes and appreciates the unique strengths and resources 
each person contributes. It is a cooperative, empowering, co-learning process that involves systems development and local 
community capacity-building. 


Community Stakeholders: Members or organizations in a community that have a direct interest in the process and 
outcomes of a project, research study, or policy initiative. 


Culturally Responsive and Equitable Evaluation (CREE): Evaluation that incorporates cultural, structural, and 
contextual factors (e.g., historical, social, economic, racial, ethnic, gender) using a participatory process that shifts power 
to individuals most impacted. 


Disability Adjusted Years of Life: The disability-adjusted life year (DALY) is a measure of overall disease burden. One 
DALY represents the loss of the equivalent of one year of full health. DALYs for a disease or health condition are the sum 
of years of life lost due to premature mortality and years of healthy life lost due to disability from cases of the disease or 
health condition in a population. 


Evidence-based practices: Interventions that are guided by the best research evidence with practice-based expertise, 
cultural competence, and the values of the persons receiving the services, that promote individual-level or population- 
level outcomes. 


Fidelity: The extent to which an intervention is delivered as conceived and planned. 


Formative evaluation: An evaluation that assesses the readiness of an organization or community to implement the 
intervention, articulates a theory of change, and determines the extent to which evaluators can assess an intervention in a 
reliable and credible fashion. 


Health inequities: Differences in health status or in the distribution of healthcare and other resources between different 
population groups or geographic areas, arising from the social conditions in which people are born, grow, live, work, and age. 


Heavy drinking: Consuming eight or more standard drinks per week for a woman, or 15 or more standard drinks per 
week for a man. 


Impact evaluation: An evaluation that assesses an intervention’s effectiveness in achieving its ultimate goals. Impact 
evaluations determine whether, and sometimes the extent to which, the newly implemented intervention led to changes in 
desired and unexpected outcomes. 
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Indicators: Quantitative or qualitative metrics that provide information to monitor performance, achievement, and 
accountability. 


Intervention: A program, initiative, service, or policy designed to reduce excessive alcohol use and related harms. 


Lived experience: Personal knowledge gained through direct, first-hand involvement. In the context of this report, 
lived experience refers to individuals who have experienced mental illness, substance use or substance use disorder, or 
homelessness. 


Male/female: Terms used for an individual’s sex assigned at birth based on physiological characteristics, including 
genitalia and chromosome composition. 


Man/woman: Two genders with which a person may self-identify. Gender is a spectrum, in that there are many identities, 
and may include transgender, non-binary, or gender neutral. 


Minimum pricing: A policy that sets a minimum price based on the amount of a specific alcoholic beverage type, 
regardless of alcohol content within that beverage (such as a liter of beer, wine, or liquor). For example, a 25-ounce bottle 
of wine that is 10 percent ABV will have the same minimum price as a 25-ounce bottle of wine that is 12 percent ABV. 


Minimum unit price: A policy that sets a minimum price based on the amount of alcohol. Setting a minimum unit price 
makes stronger alcohol products more expensive. Retailers cannot sell alcohol for less than that price no matter where 
they are selling (e.g., bar, restaurant, liquor store). 


Nuisance ordinances: Local ordinances that allow jurisdictions to regulate alcohol retailers who are consistently cited for 
their business practices, such as extensive advertising, loitering, or crime at their establishment. 


Off-premises: Alcohol purchased through liquor, grocery, convenience, and other stores for consumption off-site. 
On-premises: Alcohol served in bars and restaurants for consumption in these locations. 


Outcome evaluation: An evaluation that collects baseline data and data at defined intervals (e.g., annually) during and 
after implementation of the intervention, to assess short- and long-term outcomes related to the targeted behaviors. 


Process (implementation) evaluation: An evaluation that assesses the quality of an intervention’s implementation and 
conditions that facilitate or create barriers to successful implementation. Process evaluation enables program managers 
and policymakers to assess whether they have implemented the intervention as planned, and whether and to what extent it 
reached the intended audience. 


Social determinants of health: Conditions in the environments where people are born, live, learn, work, play, worship, 
and age that affect health. 


Social media influencer: Individuals or groups who have a reputation as having expertise on certain topics, such as food, 
fashion, music, or pop culture. Influencers, who may be paid by commercial interests such as alcohol marketers, make 
regular posts on social media to generate interactions, and promote product purchasing by their large base of followers. 


Stakeholders: Individuals, organizations, or communities that have a direct interest in the process and outcomes of a 
project, research, or policy endeavor/initiative. 


Standard drink: One “standard” drink (or one alcoholic drink equivalent) contains roughly 14 grams of pure alcohol, 
which is found in 12 ounces of regular beer (usually about 5 percent alcohol); 5 ounces of wine (typically about 12 
percent alcohol); 1.5 ounces of distilled spirits (about 40 percent alcohol). 
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Substance misuse: Use of any substance in a manner, situation, amount, or frequency that can cause harm to users 


or those around them. For some substances or individuals, any use would constitute misuse (e.g., underage drinking, 
injection drug use). 


Substance use: Use—even one time—of alcohol or other drugs. 


Sustainability: The process of building an adaptive and effective prevention system that achieves and maintains desired 
long-term results. 


Transgender: Individuals whose gender identity differs from the sex they were assigned at birth. 


Under-resourced communities: Population groups or geographic areas that experience greater obstacles to health, based 
on characteristics such as, but not limited to, race/ethnicity, socioeconomic status, age, gender, disability status, historical 
traumas, sexual orientation/gender identity, and/or location. 


Universal interventions: Prevention efforts that focus on all people in a population. 
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